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New Preparations 


pavacol diabetic 
Cough Syrup 


The active ingredients of the original 
Pavacol syrup are retained but the carbo- 
hydrates have been omitted to make it 
safe for administration to diabetic patients 
without increasing hyperglycaemia. 


pavacol 


Literature and professional samples are available on request. 


WARD, BLENKINSOP & COMPANY, LIMITED 


pavacol pastilles 
Bacteriostatic & Anti-tussive 


These combine the anti-tussive ingredients 
of Pavacol syrup with the powerful bac- 
teriostatic properties of Octaphen. This 
dual action relieves coughs and counter- se 
acts infections of the throat and mouth. 


Telephone : HOLborn 5992/6 (5 lines) 


QO YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 


Telegrams : Duochem, Westcent, London. 
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—@QUICKLY 
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The elastic adhesive bandage 
that allows the skin to breathe 
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**Quadriga” as the Roman War Chariot propelled by four matched 
horses reached its goal by concericd effort, so in sedaltine the 


four matched sedative drugs reach theirs, 


/ 


excellent sedative 
in 
stress and insomnia 


the evils of modern civilization 


Formula: 
Carbromal B.P.C, 195 mg. 
Bromvaletone 65 mg. 
Mephenesin B.P.C. 100 mg. 
Ext. Rauwolfia B.P.C. 0.25 mg.* 

(total alkaloids 55°, 60°.) 
safe - non-barbituric - sedative Aluminium hydroxide 100 me. 

muscle-relaxant - anti-tensive *(Reserpine alkaloid content 

a approx. 0.015 mg.) 
An Original 

Clinical samples gladly sent on request. Basic N.H.S. Cost: 25 tablets 3 - 


CPL CLINICAL PRODUCTS LTD - RICHMOND - 


Research Product 


SURREY 


SOME MEDICAL OPINIONS 


* Megimide * rapidly terminates barbiturate anaesthesia without fasciculations or 
convulsions. ‘* Megimide’ is a barbiturate antagonist of real clinical worth. 
(1955) Lancet, i, 181 


* Megimide’ brings about a rapid recovery of consciousness in all cases of 
patients under light or deep barbiturate anaesthesia. Its greatest value is to reverse 
the depressant action on the respiratory centre. The use of ‘ Megimide ” has simplified 
post-operative nursing of anaesthetised cases and is of particular value in a busy 
surgical ward, especially at night. We recommend its use in casualty, out-patient 
and dental surgery. (1956) Med. Proc., Vol. 2, No. 4, 198 


Megimide is of value to lighten or terminate the anaesthesia of patients under 
the influence of barbiturate anaesthetics. With its use, broncho-pneumonia, hitherto 
the commonest cause of death, is no longer a danger. 


DE: 


Brand of Bemegride Registered Trade Mark 


A.&G. NICHOLAS tp. ETHICAL PHARMACEUTICALS, SLOUGH, BUCKS. 
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POLYBACTRIN 


antibiotic powder spray 


A FRACTIONAL RELEASE GIVES 
COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


I. The Polybactrin unit offers a new technique for 
topical application of antibiotic therapy, en- 
abling an efficient, economical and dry cover- 
age of the wound area to be made. 

2. The extensive range of bactericidal activity aff- 
orded by the triad of bacitracin, neomycin and 
polymixin gives an extremely wide coverage of 
wound pathogens without the risk of inducing 
resistant strains of organisms. 

3. Ps. pyocyaneus, particularly present in burns, 
is completely inhibited by polymixin, consid- 
erably reducing the healing time. - 

4. Polybactrin is not readily absorbed and there is 

no risk of systemic toxicity occurring. 

The propellent gas is non-toxic and does not 

support combustion. 

6. There are no contra-indications to the use of 
Polybactrin. Systemic therapy may be given 
concurrently if necessary. 

FORMULA: Each pack contains: Neomycin 

Sulphate 750 mg. Polymixin ‘B’ Sulphate 150,000 

units. Zinc Bacitracin 37,500 units. Propellent 

83.5 g. Net contents 85 g. 
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INVALUABLE IN ALL BRANCHES OF SURGERY 


| 
! Polybactrin provides a unique and econo- 
| mical means of applying a combination 
of Zine Bacitracin, Neomycin Sulphate 
| and Polymixin ‘B’ Sulphate—the three 
| antibiotics of choice for topical use. The 
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powder form dispersed under pressure 
with a propellent, and unlike other 
means of powder insufflation in common 
use, there is no risk of contamination of 
the antibiotics by airborne pathogens 


| 
| 
| 
antibiotics are presented in an ultra-fine | 
obtaining entry into the unit by suction. 


Supplies initially for Hospitals only—no samples available 


LONDON: 


CALMIG LIMITED 


Crewe 3251-5 


AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York Street, Toronto 
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For all cases requiring extra protein 


PRESCRIBE 


An enriched protein supplement 
consisting of proteolysed liver, malt 


and vitamins A and D. NORMAL DOSAGE 


ADULTS: 
Hepovite contains . One dessertspoonful t.i.d. 
CHILDREN : 
I Proteolysed liver supplying all One teaspoonful t.id. 
the essential amino acids, hemo- INFANTS : 


poietic factors derived from the $ teaspoonful t.i.d. 


liver and activated by proteolysis 
and members of the vitamin B 
complex (including Vitamin B, .). 


Oras tablets 3 to 4 of which 


are the equivalent of one 
teaspoonful of the 


der. 
2 Malt extract, supplying carbo- es 


hydrate & additional vitamin B,. 


3 Vitamins A and D. 


Hepovite is indicated in: 


I Inadequate protein intake : 
anorexia, dietary inadequacy e.g. 
in peptic ulcer diets, foodallergies, 
children intolerant of milk. 

2 defective protein absorption : 
gastro-intestinal disorders. 


3 increased protein loss and/or metabolism : 
fevers and infections (including tuberculosis), 
nephritis, steatorrhaa & sprue, ulcerative colitis, 
wounds and burns. 


4 increased protein requirements : 
pregnancy, lactation, pre- and post-operative Hepovite has the advantage of being : 


— § administered by the oral route 2 palatable 3 soluble 
§ in liver cirrhosis and other liver diseases. (can be taken in milk, soup, etc.) 


EVANS 


MeoicAl 


EVANS MEDICAL SUPPLIES LTD. 
SPEKE, LIVERPOOL 19 (HUNTS CROSS 1881) 
London Office: Ruislip, Middlesex (Ruislip 3333) 
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?-reserving a fi ft 
Preserving a fine cra 

‘Mysouine’ not only reduces the frequency other drugs, but in which a_ heightened 
and severity of epileptic attacks, but also interest and improvement in performance is 
produces a marked sense of well-being. The desirable. 

patient is encouraged to take a renewed and Universally acknowledged as a major 
more vigorous interest in life and to become a advance, ‘Mysoline’ is indicated in all the 
self-supporting member of the community. manifestations of epilepsy. 


For these reasons it is often advantageous to 6 MYS O iF I NB’ 


sc ‘Mysoline’ in cases already con by 
us y y controlled by PRIMIDONE B.P. Trade Mark 


An outstandingly safe and effective anticonvulsant 


Available as tablets of .25g. and as a palatable oral suspension 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, WILMSLOW, CHESHIRE 
Phot A subsidiary company of Imperial Chemical Industries Limited 
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Glaxo TRIPLOPEN 


the 


3-in-| PENICILLIN 


in single-dose vials 


Cases calling for an initial high bactericidal level of penicillin plus 


prolonged bacteriostatic action confront the doctor with the 


alternatives one injection or several. Using a ‘fortified’ procaine penicillin, 
a number of daily injections may be necessary—yet with Triplopen one 


injection only is often sufficient. To this therapeutic action Triplopen 


adds the two administrative advantages of easy injection and exact dosage. 


3 DAYS 


8 12 16 20 24 28 32 36 40 44 48 S52 56 60 64 68 72 76 80 84 88 92 96 


Pemciliin blood level after a single dose of Triplopen. 
Free flowing for easy injection 

Triplopen issued as a dry powder, suspends immediately 
in water to make an unusually fluid injection which 


passes easily through a 23 S.W.G. needle without clogging. 


Single dose vials avoid wastage 


— by providing an exact dose on every occasion. 


TRIPLOPEN.... 


A single dose contains sodium penicillin, 500,000 units, procaine penicillin 250,000 units ; benethamine pemecillin 500,000 units 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 ww) 
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Milk-alkali 


drip therapy 


without a tube 


The most effective control of gastric acidity is 
milk-alkali drip therapy; the most convenient way 
of obtaining milk-alkali drip therapy is by sucking 
Nulacin tablets. 

Thus, Nulacin is of great value in the treatment 
of peptic ulcer in the ambulatory patient, and in the 
prevention of ulcer relapse. 

Nulacin tablets are prepared from whole milk 
combined with dextrins and maltose, and incorpor- 
ate Magnesium trisilicate 3.5 grs; Magnesium 
oxide 2.0 grs; Calcium carbonate 2.0 grs; Mag- 
nesium carbonate 0.5 grs; Ol. menth. pip. q.s. 
Their shape, size and consistency are such that, when 
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255 


GASTRIC 


meal curves 


ANALYSIS. 


five 


Superimposed 


cases of duodenal ulcer 


they are allowed to dissolve slowly in the mouth, 
control of gastric acidity can be achieved. Up to 
three tablets an hour may be required to give con- 
tinuous neutralization of the gastric contents. 

Nulacin tablets are not advertised to the public, 
have no B.P. equivalent, and may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Price to Pharmacists is 2/-.) Also 
available in tubes of 12. 

Nulacin is available throughout the British 
Commonwealth, in the U.S.A. and in many other 
countries. It is known as Nulactin in Canada and 
Sweden. 
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POL 255) 


free HCL 


on tes 


GASTRIC ANALYSIS. Same patients as in graph 


j two 
days later, showing the striking neutralizing effect of sucking 


Acidity by a New Way of Antacid Administration. J. Lab 


Nulacin tablets (3 an hour). Note the return of acidity when 
Nulacin is dise nued 
BIBLIOGRAPHY: Clin. Med. 1953. 42: 955. Further Studies on the Reduction 

of Gastric Acidity. Brit, Med. J. 23rd January, 1954 
The Control of Gastric Acidity. Brit. Med. J. 26th July, 1952 183-184. Clinical Investigation into the Action of Antacids 
2: 180-182 Medical Treatment of Peptic Ulcer. Med Press The Pra ner July. 1954, 173: 46 Management of Peptic 
27th Februa 1952, 227: 198-199. Notes on Remedial Ulceration in General Practice. Med. World December, 1954, 
Agents. Med, R September, 1952, 46: 162. Discussion on $1: 591-601 Ambulatory continuous Drip Method in the 
Peptic Ulcera Pr Row. Se Med. May 1953, 46: 354 Treatment of Peptic Ulcer. Amer. J. Dig. Dis. March, 1955, 
The Effect Coasts cidity of “Nulacin” tablets. Med 22: 67-71 Notes on Remedial Agents. Med. Rev. October 
J. Aust. 28th November, 1953, 2: 823-824. Control of Gastric 1955, 49: 142 Antacids in Peptic Ulcer. The Practitioner, 


January, 1956, 176: 103. 


Samples available on request 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, 


Bucks. 
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Elastoplast Bandaging Technique 
in the treatment of 


Sprains 


TWO SOLUTIONS of everyday first aid problems are illustrated below, using 
Elastoplast elastic adhesive bandages and plasters. The tidy, effective 


result is typical of the modern approach in the treatment of sprains. 


SPLINT METHOD 
in the treatment of Finger Sprains 


The injured finger is strapped to an adjacent 

uninjured finger by two strips cut from a 1” wide Elastoplast 
Plaster. The strapping is applied transversely around 

the two fully extended fingers so that the 

interphalangeal joints are not covered. Lateral movement 

of the injured joint is impossible; but flexion 

and extension are unimpaired. 


SUPPORT 
for Sprained Wrist 


Bandaging consists essentially of figure- 
of-eight turns round hand and wrist—alternate 
turns slit to accommodate the thumb. 


Elastoplast elastic adhesive bandages (Porous) are available in 3 yard lengths and 2”, 
24”, 3” and 4” widths. (Prescribable on Form E.c.10) 
Outside the British Commonwealth Elastoplast is known as Tensoplast 


FULL DETAILS FROM SMITH & NEPHEW LTD »- WELWYN GARDEN CITY - HERTS 
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“Im actually enjoying this soft diet. doctor!” 


Few patients like the idea of a soft 
diet. But you'll find they do cheer up 
and take an interest when you tell them 
about Heinz Strained Foods. 

These ready-to-serve, appetizing 
foods contain no spices or strong- 
flavoured seasonings. They are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of each variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are Ig varieties from which 
Soft Diets can be planned : 


Beet Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Semolina 
Prunes with Cereal 
Creamed Cereal 


poached in Heinz Strained Tomato Soup to 
' iil begin with. And for the second course, Heinz Chocolate Pudding 
Strained Apricots set into a mould with gelatine. 
: Enough to make the most finicky patient’s mouth For hospital use, Heinz Strained Foods 


are obtainable from the usual suppliers, 
or direct from H. J. Heinz Company 
Ltd., Harlesden, London N.W.10. 


water! 


HEINZ 
Strained Foods 


make a soft diet interesting 
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TIEODROXK 


Brit. Pat, 72783! 


oral aminophylline therapy... 
by producing High Blood Levels 


without gastric distress 


Nig 


BLOOD LEVELS OF AMINOPHYLLINE expressed as theophylline 
—produced by three methods 
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A INTRAMUSCULAR INTRAVENOUS ORAL 
THEODROX TABLETS 
4gr. 
(0.5 gm.) (0.25 gm.) ‘ 
equivalent to 6gr. 
Aminophylline Aminophylline (0.4gm.) Aminophylline 


The valuable properties of aminophylline can now be utilized to the full, 


simply and effectively 


by the eral administration of * Theodrox’. The 


serious disadvantage associated with the oral dosage of p/ain aminophylline 


acute gastric distress 


has been overcome. A high blood level of the 
such as could be obtained satisfactorily 


active component, theophylline 
only by parenteral administration 


is now possible. * Theodrox * contains 


INDICATIONS 


aminophylline combined with specially prepared aluminium hydroxide, For the treatment of Bronchial or 
and gastric discomfort is reduced to a minimum When a degree of 
sedation is also required, tablets of * Theodrox* With Phenobarbitone 
(containing gr. § phenobarbitone) are indicated. 


Cardiac Asthma; as a diuretic in 
Congestive Heart Failure; as a 


supplement to emergency treat- 


* Theodrox * tablets each contain gr. 3 aminophylline, 
heodrox ’ are available in bottles at 


Angina Pectoris. 


* THEODROX is a Registered Trade Mark of 


RIKER LABORATORIES LIMITED 


LOUGHBOROUGH LEICS. ENGLAND 


Dec. 8, 1956 
“ 
‘ 

— — 


ADVERTISEMENI BRITISH MEDICAL JOURNAL DEc. 8, 1956 
\ 


NON - VIRILISING ANDROGEN 


4 
nd { 
Mar 
1 
. No hirsutism, no hoarseness of the voice, or other signs of 
masculinisation have been noted with normal doses. Even with 
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NEUROLOGICAL MANIFESTATIONS OF MALIGNANT 
HYPERTENSION 


BY 


EDWIN CLARKE, M.D., M.R.C.P. 
AND 


EDMOND A. MURPHY, M.D., B.A.O. 


From the Department of Medicine 


Damage to the nervous system has long been known to 
be a common manifestation of hypertension, and, since 
the incidence of hypertension rises with age, hyperten- 
Sive neurovascular disease is becoming of increasing 
importance in our ageing population (Wright and 
McDevitt, 1954a, 1954b; Brain, 1954a, 1954b). That 
nervous system involvement in malignant hypertension 


also occurs is well recognized (Keith, Wagener, and 
Kernohan, 1928; Rosenberg. 1940: Schottstaedt and 
Sokolow, 1953), but no detailed study of the clinical 


patterns in this form of hypertension is so far available 
in the literature. We therefore intend to present an 
account of the 73 patients with malignant hypertension 
complicated by neurological damage seen at Hammer- 
smith Hospital during the period 1935-55 

We are aware of the limitations and shortcomings 
inherent in retrograde clinical studies, and it is possible 
that certain of the less obtrusive incidents have been 
overlooked. The general patterns and the more 
important events, however, are portrayed more faith- 
fuily. 

Material 

In a-series of 190 cases of malignant hypertension 
which will be the subject of a general report (P. Kincaid- 
Smith, J. McMichael, and E. A. Murphy, in prepara- 
tion), 79 patients were found to have involvement of the 


nervous system (Table I). Since, as shown later, the 


Taste 1.—Material Studied in the Present Survey 

Patients Neurological Non-neurologica! | Total 
Known to be dead 65 96 161 
Living | 4 18 | 22 
Untraced | 4 3 7 

Total 73 117 190 


Cases exhibiting neurological features 
Cases with unrelated neurological diseases 
Cases with neurological complications 
malignant hypertension 


ot 
73 

incidence of headache was the same in those with neuro- 
logical abnormalities as in those without, headache was 
not considered necessarily to indicate nervous system 
involvement. In 6 of the 79 cases the findings were due 
to coincidental disease ; thus three had an undiagnosed 
spinal cord lesion, two had long-standing “ idiopathic rr 
epilepsy, and the sixth an unrelated infantile hemiplegia. 
When these six patients were excluded the incidence of 


Posteraduate 


Vedical School of London, W.12 


nervous system involvement was 73 in 190 malignant 
hypertensives, or 38%, which approximates to the figure 
of 40%, given by Vanéura, Chytil, and Fialova (1956). 
lt was found, moreover, that in 17 of the 190 the present- 
ing manifestation of the malignant phase was neuro- 
logical. Death was due to a nervous system lesion in 
33 (51 of 65 with neurological features, and 20.5 
of the 161 patients in the entire group who are known to 
have died), 

Care was taken to exclude those patients in whom 
the malignant phase was not recognized until after 
recovery from the acute phase of the neurological 
episode. Some difficulty arose in two groups of patients : 
(a) Those in whom papilloedema was not recognized in 
life, and a firm diagnosis of malignant hypertension was 
based on pathological findings (three patients). Here the 
onset of the malignant phase was dated from the 
appearance of such manifestations as severe headaches, 
loss of weight, severe retinitis with soft white exudate, 
and a raised sedimentation rate. (b) Those in whom no 
definitive neurological episode occurred, the diagnosis 
being based on physical signs discovered in the nervous 
system, unaccompanied by any subjective symptoms 
(three cases). In such cases we have assumed that the 
damage occurred in the malignant phase unless history 
or previous hospital records suggested otherwise. 


Classification of Cases 


When the four living and the four untraced patients 
were excluded, the remaining 65 could be divided into 
three groups according to the clinical pattern (Table I). 

Group 1. Immediate Neurological Fatalities.—Each of 
16 patients had suffered one neurological episode and died 


of it. The clinical diagnosis of cerebral haemorrhage, which 
Taste Il Age and Sex Distribution of Groups in Present Survey 
Males | Females Total 
Group | Aver- | | A ver- Aver 
| Cases age | S.D. | Cases; age | S.D. | Case age | S.D 
| Age | Age | | Age | 
1 7 546) 110 9 184 | 14-2 16 | 45-4 15-3 
2 18 502) 101 i4 7:2 32 452 | 147 
} 7 | $2-7 » 10 309; 92 17 S16 | 88 
Alive or | 
untraced! 1 7 
Total 33 S18) 100 40 435 160 73 47-3) 143 
i 
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was made in each case, was verified at necropsy in 13 In 
some, severe uraemia or cardiac failure was also present 
terminally. (a) Ten were known to have pre-existing malig 
nant hypertension (/) In four. the malignant phase of! 
hypertension was announced by the cerebral event, the 

benign " phase having been present for an average of 4.5 
years. (c) In two there was no previous history of hype 


tension 
Group 2. Neurological Incident(s) with Non-Neurological 
Death. Thirty-two patients had one or more lesions of the 


nervous system but died from a non-neurological cause such 
is uraemia, heart failure. etc. (a) Fifteen had focal cerebral 
features (hemiplegia in 8, dysphasia in 2, focal seizures in 

(1 with cortical blindness). multifocal episodes in 1, and 
symptomless pyramidal signs in 2). Each event was probably 
due to a local area of cerebral ischaemia, but this was proved 
pathologically in only two. (h) Ten had generalized cere- 
bral features (generalized convulsions in 6 (accompanying 
terminal uraemia in 3) and non-uraemic mental change in 
4) (c) Two had primary subarachnoid haemorrhage (d) 
Five had isolated seventh nerve palsy 

Group ; Mult I le and { ltimately Fatal Neurological 
Incidents. Seventeen patients died of a cerebral event and 
each had suffered one or more previous neurological inci- 
dents. (a) One having had a subarachnoid haemorrhage. 
ind later a peripheral facial nerve palsy, died of a pontine 
haemorrhage. (h) Sixteen had survived one or more focal 
cerebral lesions in the past (cerebral ischaemia in 14, cere- 
bral haemorrhage in 1, and a facial palsy in 1). While the 
majority died of an intracerebral haemorrhage (verified at 
necropsy in nine), five succumbed to the effects of multiple 
softenings manifested clinically as a pseudobulbar palsy in 
three 

Rosenberg (1940) has suggested a neurological grouping 
of cases of malignant hypertension into those with features 
of increased intracranial pressure, multiple miliary cerebral 
vascular lesions, or severe cerebrovascular episodes, with 
a fourth group to include the possible combinations of the 
three. Considerable overlap occurs, however, with this 
system, and our cases could not be fitted into it. The group- 
ing used here indicates the several clinical patterns and 
possibilities that exist when malignant hypertension is com 
plicated by involvement of the nervous system 

From our grouping it can be seen that cerebral haemor- 
rhage is usually fatal and may occur as an isolated event 
(group 1) or after one or more episodes of cerebral soften- 
ing (group 3). It ts also clear that the number of patients 
dying of a cerebral lesion (groups | and 3) equalled that 
of those who died of a non-neurological cause, having sur- 
vived a neurological episode (group 2). Thus it appears 
that the liability to a further lesion was slightly but not 
significantly greater in those who survived the first incident 
than in those who had so far suffered no brain damage 


Individual Features 


Accurate and detailed information concerning the neuro- 
logical aspects of malignant hypertension is difficult to find 
in the literature, the only adequate studies being those of 
Rosenberg (1940) and Schoittstaedi and Sokolow (1953). 
Furthermore, much confusion has been caused by the indis- 
criminate use of the term “ hypertensive encephalopathy.” 
Having presented a working classification of the cases, we 
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now consider the individual features in turn, employing the 
65 cases and, where appropriate, the 4 patients still alive, 
and the 4 untraced (Table IID. 

Sex.-The whole series of 190 patients with malignant 
hypertension contained 86 females, of whom 40 (46.5",) had 
neurological features, compared with 33 out of 104 males 
(31.7%). The difference in incidence is significant (\*= 4.3; 
P<0.05) 

fve_The average age at the time of the first neuro- 
logical episode in the malignant phase was 47.3 years; in 
males 51.8 vears: in females 43.5 years (Table Il). The 
higher average age in males, the average ages, and the dis- 
tribution throughout the decades can be shown to be the 
same as in the patients without neurological features (see 
Fig.). from which it may be inferred that the risk of 
developing neurological complications does not vary with 
age, though the type of lesion may do so. 


0 NEUROLOGICAL FEATURES (73 CASES) 
@ CONTROL GROUP (117 CASES) 


FEMALE 


MALE 


AGE 


10 20 30 40 so to 70 80 


Ave and sex distribution of patients with and without neurological 
manifestations 


Underlying Pathology.—Of the 65 patients known to have 
died, post-mortem examinations, partial or complete, at this 
or other hospitals, were performed in 59, and the brain was 
examined in 47. Owing to the absence or limited nature ot 
the necropsies, the basic pathology of the hypertension could 
be determined with certainty in only 48 (Table IV). Com- 


lance 1V.—Basic Pathology of Hypertension in Cases Studied at 


rops\ 
3 3 
Findings es S¢ 
= Z Ze & 
8 
% % | Nol %/25%) uv 
Essential hypertension | 47} 2 | $0 | 32 | 45 5 13-5 | 04 
Chronic pyelonephritis 9/19! 14) 20 1 | 167 | 0-06 
Chronic glomeruloneph 
19/16) 4) 21 13 | 06 
Other renal diseases 12 10 6 12 é 8 17-3 0-2 
8] 4] 6| 4 | 183] 02 


Total 119 48 | 71 | 


parison with a control group of 71 non-neurological cases 
of malignant hypertension showed that there were no 
statistically significant differences between the two groups 
that is, that neurological complications are equally common 
in all the forms of malignant hypertension. 


Headache 


One of the commonest symptoms of malignant hyperten- 
son is headache (Schottstaedt and Sokolow, 1953 ; Fishberg. 


1954), and we found it in 77%, of our 73 cases. In a control 
group of non-neurological cases of malignant hypertension. 
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the equivalent figure was 74.4 Thus, as indicated above, 
headache cannot be considered to be, of itself, a specific 
neurological symptom, although it played a prominent part 
in many of our cases. In eight, it was the presenting 
symptom of the malignant phase, but, like Ferris (1952) and 
others, we found no clear relationship between the headache 
and the blood-pressure level. 

The headache was described as severe in 32 (44%,)—these 
included three cases of subarachnoid haemorrhage—moder- 
ate in 1S (21%), and mild in 9 (12%). Seventeen (23%) 
patients had never suffered from headache. Frequently the 
headache possessed the qualities noted by Janeway (1913) and 
Wolff (1948) : bursting and throbbing in character, frontal 
or occipital in site, worse on rising in the morning and 
improving as the day progressed, and commonly associated 
with nausea. Like Bechgaard (1946), however. we did not 
find it always characteristic. Moreover, by confining the 
use of the word “ migraine” to the classical syndrome. we 
could not substantiate the claims of Janeway (1913) and 
Gardner, Mountain, and Hines (1940) that these patients 
often have a previous history of this condition; only one 
such patient was found in the entire series. 

Further details of this important symptom will be dis- 
cussed elsewhere (Kincaid-Smith er al., in preparation). 


Giddiness 


Following the definition of Gowers (1888, p. 97) and the 
advice of others (Symonds, 1952), we have considered the 
terms “ vertigo.” “ giddiness.” and “ dizziness” interchange- 
able. It was found that of the 40 patients who had been 
specifically questioned about this symptom, 16 (40°) said 
that they had experienced it at one time or another during 
the malignant phase. In a like group of non-neurological 
patients the percentage was 23. The difference (17°) is not 
quite statistically significant. Dizziness was never severe, 
nor did it persist for long periods. The incidence of cere- 
brovascular attacks—which occurred in half—and that of 
fits, was not greater than in the group without dizziness. 
It seems, therefore, that although dizziness is sometimes a 
herald sign of nervous complications it is of no help in 
predicting the form that they will take. 

Other authors dealing with large groups of unselected 
hypertensive patients have given varying incidences of dizzi- 
ness (Saracoglu, 1939, 32.29%; Janeway, 1913, 18%). 
Bechgaard (1946) claimed that it is a commoner symptom of 
hypertension than headache. 


Mental Disturbances 


Prolonged disturbances of the mental state, including 
impairment of consciousness, occurred during the malignant 
phase in 43 (59°,) of 73 patients; in none of these was a 
detailed psychiatric appraisal undertaken. Alteration of 
consciousness was present in 23 (32%), excluding transient 
impairments due to epilepic seizures of minor cerebro- 
vascular accidents. In 16 the cause was a fatal cerebral 
episode—proved to be a cerebral haemorrhage in the 14 in 
whom post-mortem examination of the brain was permitted 
Terminal uraemia or congestive failure was responsible in 
the remaining seven. 

The remaining 20 (27".,) had varying degrees of disordered 
cerebration and constituted 10.5% of the 190 cases of malig- 
nant hypertension. The seven patients with terminal heart 
failure or uraemia mentioned above may also be considered 
here, because various mental abnormalities preceded the 
terminal coma. Only one patient had a psychological dis- 
turbance as the presenting symptom of the disease; the 
picture was that of a slowly progressive dementia, similar 
to that in the cases of Goodman (1949), but unlike the 
schizophrenic type of illness in the patient of Adkins, Fahr, 
and Bernstein (1955). 

The mental changes in nine cases occurred in conjunction 
with a focal cerebral lesion, usually an area of softening : 
and they were present immediately after the ictus in each. 
Confusion persisted in some until death; in others it 
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gradually subsided. One patient had recurrent spells of 
depression, confusion, and emotional lability following a 
stroke. Only three of the nine were severely affected, and 
they each developed a progressive dementia, on account of 
which two were committed to mental institutions. The cere- 
bral lesions in these patients were in the dominant hemi- 
sphere, and the association of impairment of language func- 
tion, which was present in these as in other cases with mental 
changes, contributed to the clinical picture of dementia 

A further group of five patients had personality changes, 
emotional lability, memory defects, confusion, and varying 
degrees of pseudobulbar palsy. At necropsy multiple areas 
of cerebral softening, usually small in size and distributed 
mainly in and near the basal ganglia, were found. In most 
respects they resembled the cases described by Hughes, 
Dodgson, and MacLennan (1954), although only four of 
those had malignant hypertension. The ages of this group 
(60-68 years, average 63.6) were considerably higher than 
in the entire series, and presumably cerebral arteriosclerosis 
played an important part in the production of the clinical 
picture. This finding disagrees with the suggestion of Hughes 
et al, (1954) that the height of the blood pressure ts more 
important than the age of the patient. We could demon- 
trate no correlation between the severity of the clinical 
findings and the degree of hypertension. 

[he remaining six patients had no clinical evidence of 
focal brain lesions, either single or multiple. One of them 
developed mild mental changes after a subarachnoid haemor- 
rhage (Walton, 1953), but although these cleared up they 
returned with terminal cardiac failure. Another had post- 
epileptic confusional states which later became permanent. 
In the other four an abnormal mental state was constantly 
present with periodic exacerbations, thus resembling the 
case described by Rosenberg (1940, Case 9). Depression, 
found by Bechgaard (1946) in 7°, of unselected hyperten- 
sives, was present in one of our cases before the malignant 
phase. Unlike the patient of Vigne and Le Pourhiet (1951) 
he was not improved by electric convulsion therapy, and 
remained unchanged when malignant hypertension super- 
vened. Ganglion-blocking drugs, however, brought about 
considerable mental improvement. Another patient had 
“ menopausal” melancholia, which seemed to improve as 
the disease advanced. Finally, in one case there was pro- 
gressive dementia with obsessional features, and certifica- 
tion became necessary. The brain was not examined in any 
of these cases, but Rosenberg (1940, Case 9) found numer- 
ous small infarcts throughout the white matter and basal 
ganglia. 

The average age of the patients with mental abnormalities 
was 57.7 years, compared with 47.3 for the whole series. 
It thus again seems possible that cerebral arteriosclerosis 
and other “senile” cerebral changes may be important 
factors in these cases, and the duration of the hypertension 
may also be of importance. In none of these cases was 
there a close relationship between the levels and fluctuations 
of the blood pressure and the altered cerebration, except in 
one patient, perhaps, suffering from paranoid delusions, who 
Was more rational every time her blood pressure was lowered 
by pentolinium, but who never at any time reached a normal 
state. In all, two of our patients were improved by 
methonium therapy. Adkins ef al. (1955) report similar 
results with reserpine, which, however, has a much more 
complex action, including direct effects on the brain 
(Pletscher, Shore, and Brodie, 1956). 


Convulsions 


Schottstaedt and Sokolow (1953) reported convulsions in 
17.3% of 104 patients with malignant hypertension. Twenty 
of our patients experienced some type of epileptic pheno- 
menon during the course of their disease—that is, 27% of 
the neurological series or 10.5%, of the entire group. Eleven 
(15°.) had generalized and 9 (12°,) had focal attacks. Those 
with generalized convulsions had an average age of 45.8 
years at the time of diagnosis, and those with focal attacks 
45.3 years. Keith et al. (1928) found that fits were commoner 
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in Malignant hypertensives under the age of 40 than in 
those over In ours, 8 out of 17 (47%) under the age of 
40 had fits, compared with 12 out of 50 (24°%.) over the age 
of 40. The differences are suggestive but not significant 


{\ p 0.2) 


In 9 of the 20 cases (7 generalized, 2 focal) uraemia was 
present at the time of the fit. The frequency of convulsions 
in 119 uraemic patients is therefore 7.6%. which is higher 


than that found in a random series of uraemic patients 
(Knutson and Baker, 1948; Oppenheimer and Fishberg 
1928). Schottstaedt and Sokolow (1953) made similar obser- 
vations The combination of renal failure and hypertension 
seems more likely to produce convulsions than either 
separately 

Ihe seizures in three patients accompanied a terminal 
cerebral catastrophe. In two they were focal. and at necropsy 
were tound to be due to subcortical cerebral haemorrhages, 
whereas in the one with general attacks a massive haemor 
rhage into the basal ganglia was present 

Only eight patients (11 of the series) thus experienced 
attacks in a non-uracmic and non-terminal state. Five had 
focal seizures and in each they were associated with a local 
cerebral lesion, shown at necropsy in four to be an area of 
softening. In the fifth, on whom no post-mortem examina- 
tion was performed, epileptic phenomena were closely re- 
lated to the administration of ganglioplegic drugs, but in 
the others they began one to eleven months after the cere 
brovascular ictus. This time relationship corresponds closely 
with that given by Gowers (1893), and more recently by 
Dodge, Richardson, and Victor (1954), who have pointed 
out that convulsions following cerebral infarction are com 
moner than hitherto supposed. Their patients survived 
longer than ours, but they were all normotensive Our 
patients died an average of three months after the first fit 
It is usually said that convulsions are commoner with cere- 
bral haemorrhage than with either thrombosis or embolism 
(Aring and Merritt, 1935: Millikan, 1955) This applies 
to their occurrence during the acute phase, whereas after 
the recovery from it the frequency is greater in cerebral 
(Gowers, I888, p. 401: Richardson and Dodge. 
954) 

The remaining three patients who had fits. but were non 
uracmic and not in a terminal state, had the generalized 
type A focal cerebrovascular episode had not occurred 
and in the only case which came to necropsy no cause for 
the convulsions was found, though the examination was 


limited. This patient developed uraemia terminally. but the 
fits did not recur The other two ire still alive, but have 
ceased to have attacks. The aetiology of the convulsions 


in these three patients is thus unknown, but in none could 
true hypertensive encephalopathy be incriminated 

It is of interest to note that the two patients with long- 
Standing idiopathic ” epilepsy ind excluded from tl is 
series, did not experience an aggravation of the convulsions 
in the presence of malignant hypertension. It is also to be 
noted that, as Jefferson (1955) points out, epilepsy associated 
with hypertensive disease is less persistent than that pro- 
duced by a cerebral neoplasm 


Acute Cerebrovascular Episodes 


Events suggesting acute brain damage occurred in 54 out 


of 73 cases (74%) [he equivalent figure given by 
Schottstaedt and Sokolow (1953) is 42%.. but they give no 
pathological data in support of this. Peet and Isberg (1948) 
reported cerebrovascular accidents in only 20 of 162 cases 


of malignant hypertension, but they may have been con- 
sidering only the more obvious and severe episodes. Jaffé 
(1937) also cited an incidence of 20% when dealing with 
pathological material from benign and malignant essential 
hypertension, yet Janeway (1913) gave §2.3%, in his large 
series of unselected hypertensives i 


Cerebrovascular attacks could be divided into focal brain 
ischaemia, intracerebral haemorrhage, primary subarachnoid 
haemorrhage, and “ hypertensive encephalopathy.” Some 
patients had more than one type of lesion 
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Focal Brain Ischaemia 

Under this heading are included all who suffered a loca! 
area of brain damage, which we considered could not be 
attributed to haemorrhage. The difficulty of differentiating 
between haemorrhage and softening in some patients (Aring 
and Merritt, 1935) is, however, recognized. Clinically, these 
patients had a “ stroke,” usually shown at necropsy to be 
due to the effects of local ischaemia of brain tissue with the 
production of an area of softening. Although minute 
neuropathological study of the brain had not been pet 
formed in any of our cases, it is likely that the infarction 
represented the end-results of one of three phenomena 
thrombosis, embolism, or local insufficiency. The last-named 
seems to explain satisfactorily those cases in which a pro- 
cess obstructing an artery cannot be detected at necropsy 
despite a careful search. Thus transient neurological events 
indicating a focal brain lesion may be the result of ischaemia 
produced by variations in blood pressure within the territory 
of a cerebral artery, the lumen of which has been partially 
occluded. This is illustrated by obstruction of the internal 
carotid artery (Denny-Brown, 1951), and the part played 
by changes in the systemic blood pressure has been 
emphasized by Corday, Rothenberg, and Putnam (1953). The 
importance of cerebral emboli is also considerable (Picket 
ing, 1948: Adams, 1955, p. 27). The mechanism of throm- 
bosis, embolism, and cerebral insufficiency can be readily 
understood in terms of the known facts of cerebral physto- 
logy and pathology without invoking the hypothetical entity 
of “angiospasm” as a primary aetiological factor. That 1 
occurs cannot be denied; that it can cause severe focal 
ischaemia has never been proved 

Altogether 35 patients (48%) gave evidence of focal brain 
ischaemia at one time or another during the course of their 
given by Jaffé (1937) refers only to 


disease. The figure 13 
patients 


deaths from cerebral softening. In three of our 
focal clinical manifestations were absent ; one presented with 
a spontaneous subarachnoid haemorrhage, found at necrops) 
to be due to an area of softening communicating with a 
lateral ventricle, while two had multiple scattered areas ot 
infarction and a clinical picture of mental derangement 
similar to that in the cases of Hughes er al. (1954), but with- 
out the pseudobulbar features. The latter type of case has 
already been considered with three similar examples. The 
signs of residual hemiplegia occurred in one patient in whom 
there was no history of an acute episode. In this regard, 
Cohen (1955), when dealing with cerebrovascular disease as 
a whole, found that cerebral infarctions were clinically 
stlent in 40°, of cases 


The remaining 30 patients (10 males, average age 
average for the whole 
cerebral 


$1.2 
years : 20 females, average 50.3 years ; 
group, £0.9 years) gave clear evidence ol focal 
episodes which clinically and at necropsy in 14 could be 
distinguished from the intracranial haemorrhage Eight 
however, had been treated with ganglioplegic drugs, in six 
of whom the events were closely related to their administra- 
tion. Thus, one man experienced cortical blindness while 
in an induced hypotensive state, but recovered when the 
previous blood pressure was restored. The residual symptoms 
and signs were minimal in all but one of these six: one died 
of cerebral haemorrhage, two of uraemia, two are sull 
alive, and the cause of death is unknown in the sixth 

The 25 untreated patients are consideted in detail. Twelve 
had solitary episodes, and in 13 there was more than one 
episode each, The type and frequency of the attacks were 
as follows : 


Hemiplegia (with or without dysphasia or sensory 


phenomena) an 13 

Bilateral pyramidal tract signs with pseudobulbar 
features 5 
Dysphasia alone 3 
Disturbance of the visual pathways ae 2 
Brain-stem lesion (Millard-Gubler syndrome) .. I 


Monoplegia 
Involvement of the brain stem and cerebellum was rela- 
tively uncommon, and a bulbar syndrome such as Lafon, 
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Pages, Minvielle, and Barjon (1955) have described in malig- 
nant hypertension was not encountered. 

In six with double episodes, considerable recovery followed 
the first, but little occurred after the second. The survival 
in the 12 cases with single attacks varied from 4 days to 
2}! years (average 12.2 months). 

Twelve of the 25 were in group 3h, since they had had 
a focal cerebral episode and died from a neurological lesion, 
shown at seven of the eight necropsies to be due to cerebral 
haemorrhage. Areas of old softening were also present in 
some of these brains. Ten patients were in group 2a, being 
similar to those in group 34 but having died from non-neuro- 
logical causes. 


Cerebral Haemorrhage 


Cerebral haemorrhage was demonstrated at necropsy in 
23 cases——that is, 14.3°, of the 161 patients known to have 
died. In fact, the incidence is certainly higher than this 
because those cases in which a firm clinical diagnosis was 
made but in which there was no pathological confirmation 
are not included. If these are included, 43%, of the neuro- 
logical patients succumbed to this lesion. It is a rather 
higher incidence than that recorded in unselected hyperten- 
sion (Paullin, Bowcock, and Wood, 1927, 7.2%, ; Jaffé, 1937, 
7.2%, ; Clawson, 1928, 11.5%). As a fraction of the 47 cases 
in the neurological group whose brains were examined at 
necropsy, it constitutes 49 compared with 4 out of 15 
(27°) who died of neurological causes in the series described 
by Rosenberg (1940). 

Thirteen of the cases had sustained no previous neuro- 
logical ixcident (group 1), whereas 10 in group 3 had sur- 
vived earlier episodes shown at necropsy to be due to areas 
of cerebral softening in seven and to a small intracerebral 
haemorrhage in one. 

The average age was 48.2 years (12 females, average 43.5 
years; and 11 males, average 53.4 years). The clinical 
manifestations of the lesions were similar to those occurring 
in the “ benign” phase of hypertension, including the pro- 
dromata described by Taylor and Page (1945) in a series of 
“benign” essential hypertensives. Headache had been 
present before the ictus in 19 out of the 20 patients in whom 
such information was available. Twelve were dead within 
12 hours of the apoplexy and all but two within one week 
As in the case of Meerloo (1935) the malignant hyperten- 
sion announced itself by cerebral haemorrhage in six cases 
(group th and Ic). Differentiation in these cases from intra- 
cranial bleeding due to another cause is important, especially 
as papilloedema is known to occur with intracerebral 
haemorrhage (Bouveret, 1895). In two the first and only 
clinical event was the ictus, but we are certain that the 
papilloedema in these patients was due to malignant hyper- 
tension rather than an intracranial space-occupying lesion. 

The site of the intracranial bleeding in the 23 cases was 
as follows ; basal ganglia in 57°, cerebral white matter in 
22°... pons in 13°, cerebellum in 4°, and mid-brain in 4 

This corresponded more or less with that recorded by 
Greenfield (1938), Adams and Eecken (1953), and Cohen 
(1955) in all types of hypertensive and arteriosclerotic 
patients, although Epstein (1951) has claimed that pontine 
haemorrhage is commoner in those with the more severe 
forms of hypertensive cardiovascular disease. In the latter 
respect, we have been careful to consider only those cases 
with primary haemorrhage into the pons; those occurring 
secondarily to bleeding into the internal capsule (Attwater, 
1911) or increased intracranial pressure (Cannon, 1951) have 
been excluded. Although haemorrhage into a pre-existing 
area of brain infarction may have taken place in some of 
our cases, we have no direct proof of this. It appeared 
that those who had had a softening and then a terminal 
haemorrhage survived longer than those with a single 
haemorrhage, which also transpired from Rose’s (1948) 
series. In view of the theory that intracerebral bleeding is 
due to rupture of an unsupported artery in an area of recent 
softening (Globus and Strauss, 1927 ; Globus 1938), a search 
was made for bleeding elsewhere in the body in the patients 
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with cerebral hagmorrhage, in those sites where the blood 
vessels are poorly supported by connective tissue. Epistaxis 
and haematuria were found to have the same incidence in 
the neurological and in the non-neurological group 

It seems, then, that cerebral haemorrhage giving rise to 
focal clinical signs must continue to have a sinister reputa- 
tion. In 22 out of 23 cases it was rapidly fatal, and the 
only survivor succumbed to a similar incident later. 

The multiple miliary haemorrhages described by Rosen- 
berg (1940) were found in six patients, and in each of the 
four in whom details of the terminal events were known 
renal failure had been present. The five patients in whom 
this phenomenon was encountered by Rosenberg (1940, 
Cases 2, 3, 8, 16, and 17) likewise had marked nitrogen 
retention. In all our cases the lesions were recent and 
corresponded to those described by Knutson and Baker 
(1945) in miscellaneous uraemic brains. Their relationship 
to pre-existing neurological features which were in no way 
distinctive is therefore doubtful. On occasion both haemor- 
rhages and softenings of symptomless, miliary type may 
be present, and these are dealt with below. The relative 
importance of degenerative changes in cerebral vessels and 
cardiac as well as renal failure has not been evaluated, 
but they are no doubt of aetiological significance. 


Primary Subarachnoid Haemorrhage 


Primary subarachnoid haemorrhage had occurred in four 
cases, but in one it had taken place eight years before death, 
at a time when the blood pressure was known to be normal. 
Of some interest is the fact that the responsible aneurysm 
in this case was found intact at necropsy, despite the 
grossly increased tension to which it was exposed in life. 
The other three had an average age of 43 years and a mean 
survival of five months. The bleeding did not differ clinically 
from that seen in normotensive patients except that pre 
ceding headaches were more common. Only one patient 
had focal neurological signs. In one the haemorrhage was 
the first clinical evidence of the malignant phase of hyper- 
tension which was diagnosed on admission. Although 
papilloedema occurs in about a sixth of all cases of spon- 
taneous surarachnoid haemorrhage (Manschot, 1954) and 
may be observed within hours of the ictus (Ballantyne, 1943, 
Case 1) the retinal changes in our case indicated malignant 
hypertension, which was confirmed at necropsy. One died 
from an independent pontine haemorrhage, and the other 
two from non-neurvlogical causes. In none was an intra- 
cranial aneurysm found, but it is certain that the sub- 
arachnoid blood was not secondary to an_ intracerebral 
haemorrhage, a cause of confusion in the first case in 
Ballantyne’s (1943) series 

A further three patients (6°, of the 47 whose brains were 
examined) were found to have small unruptured intracranial 
aneurysms, and these too seemed to have survived the 
effects of high arterial tension without rupture. This 
incidence is higher than in the normotensive population, and 
though the numbers are too small for firm conclusions to 
be reached it does raise the question of the role of hyper- 
tension in the production of these lesions, for which some 
evidence is already available (Hicks and Black, 1949° and 
others) 


Hypertensive Encephalopathy 

“ Hypertensive encephalopathy” is a term introduced by 
Oppenheimer and Fishberg (1928) to describe the acute 
cerebral episode manifested by increasing blood pressure, 
headache, and drowsiness, accompanied at times by vomit- 
ing, visual impairment, convulsions, and focal neurological 
features. Patients who had severe hypertension but were 
not uraemic died occasionally in an attack. Like Volhard 
(1935), Oppenheimer and Fishberg thought that the basic 
lesion was cerebral oedema, and that this was produced by 
“vasospasm.” There has been considerable confusion ever 
since the condition was described, mainly because these and 
other authors have included in this entity many of the 
features that are in fact the result of focal brain ischaemia, 
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ind also because of the vague and conflicting conceptions 
f the pathogenesis and the pathological findings. Untor- 
tunately, the term is often used nowadays to include any 
cerebral event occurring in a hypertensive patient 

We have studied our patients carefully, and can find only 
one in whom attacks occurred that were akin to the original 
iccount given by Volhard (1918) and by Oppenheimer and 
Fishberg (1928); all the other patients with acute episodes 
ipparently corresponding to “ hypertensive encephalopathy ~ 
had either uraemia or focal cerebral ischaemic incidents 
Furthermore, Schottstaedt and Sokolow (1953) do not men 
tion an example when describing 104 cases of malignant 
hypertension. Jefferson (1955) mentions but does not de 
scribe two cases with acute hypertensive crises in 36 hyper 
tensives with retinal changes 

This aspect of malignant hypertension will be dealt with 
elsewhere (Clarke and Murphy, in preparation), but we 
would point out here the need for greater clarity of thought 
concerning acute cerebral episodes in this disease The 
term “hypertensive encephalopathy” should be reserved 
for those patients suffering acute attacks such as Volhard 
(1935) described, and it would seem that these are very 
rare Other events which are probably due to focal brain 
lesions of various kinds must be investigated more fully. 
both clinically and pathologically, and by means of the 
electroencephalogram as well as by employing more 
adequate clinico-pathological correlation 


Cranial Nerve Palsies 


Eight patients had isolated cranial nerve palsies: five have 
been considered already in group 2d; one jis still alive ; one 
is untraced ; and one, having other neurological lesions, has 
been included in group 3 

Seven had an affection of the facial nerve on one side, 
and the eighth had a unilateral abducens nerve palsy. 
Recovery of function was usually incomplete, but in each 
case there was no evidence of concomitant neurological 
lesions The pathogenesis of these events is unknown, 
although at least one patient was suffering from periarteritis 
nodosa This unusual but well-authenticated complication 
of malignant hypertension (Griffith, 1933) will be dealt with 
in detail elsewhere (Clarke, in preparation) 


Cerebrospinal Fluid 


The C.S.F. was examined in 42 patients (67°, of those 
dead and traced), and in only six was it normal in all re 
spects. In four of the latter, however, the lumbar puncture 
had been carried out some time after a cerebral incident, 
when an abnormality would probably not be expected ; and 
two had isolated cranial nerve palsies (group 2d 

Of the remaining 36 patients, a high C.S.F. pressure (200 
mm. of C.S.F. or over) was recorded in 29 (67°.,), which 
ipproximates to the 62 reported by Schottstaedt and 
Sokolow (1953) In 11 patients this was the only abnor- 
mality in the fluid, but in half of these it occurred in 
association with an acute cerebral episode, of which only 
one was thought to be a case of true hypertensive encephalo- 
pathy The pressure in this instance was, however. only 
moderately raised (245 mm. of C.S.F.) despite the claims of 
Oppenheimer and Fishberg (1928) that intracranial hyper 
tension is an invariable accompaniment of this condition 
Although papilloedema was present in the vast majority 
of our cases, an elevation of the C.S.I pressure was 
frequently absent; the possibility of foraminal herniation 
of the brain (Blackfan and Hamilton, 1925; Lecucq, 1945) 
producing this disparity seems most unlikely. In 10 out of 
20 patients with no neurological features, the pressure was 
over 200 mm. of C.S.F., and headache, which was present 
in all but one, was severe in only 50°, of them. This lack 
of exact correlation was found by Block and Oppenheimer 
(1924) and Fishberg and Oppenheimer (1930), although. as 
Shelburne, Blain, and O'Hare (1932) and Pickering (1934) 
have shown, patients with malignant hypertension on the 
whole tend to have higher C.S.F. pressures than those in the 
“benign” phase. Taylor, Corcoran, and Page (1954), 
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from an extensive study, support these conclusions with 
statistical proof In none of our cases had the C\S.F. 
pressure and the arterial pressure been recorded syn- 
chronously, 

Although 16 patients had a blood-stained of xantho- 
chromic C.S.F., which resulted from an intracerebral haemor- 
rhage in 14 and from a subarachnoid haemorrhage in 2. 
10 of the former and both of the latter had C.S.F. pressures 
of 300 mm, of C.S.F. or over. 

The C.S.F. was examined in 62 patients with malignant 
hypertension (42 with neurological lesions and 20 without 
them), but no example of a pleocytosis could be found, 
despite the fact that many patients had uraemia, and that 
such C.S.F. changes may occur in this state (Madonick, 
Berke, and Schiffer, 1950). 

Only nine patients (21.4%) had an elevated C.S.F. protein 
content in the absence of previous bleeding into the fluid ; 
in three this was above 100 mg. per 100 ml. of fluid (100, 
110, and 125 mg. per 100 ml.), which occurred in the case of 
hypertensive encephalopathy and two cases of focal 
ischaemia. With regard to the latter, it should be noted 
that Adams (1955, p. 96) has observed a higher C.S.F. pro- 
tein in cerebral softening due to malignant hypertension 
than in that due to other causes, and the results of Schott- 
staedt and Sokolow (1953) were more impressive than ours. 
although it is not clear that they excluded blood-stained 
fluid. Aring and Merritt (1935), on the other hand, dealing 
with 245 cases of cerebral haemorrhage and thrombosis, 
found the level above 100 mg. per 100 ml. in only one non- 
bloody fluid The reason for this is not clear, but it is 
important to observe that 7 out of 16 patients without 
neurological complications had an increased protein level. 
Taylor et al. (1954), however, when comparing the C.S.F. 
protein in benign and malignant hypertension, found litle 
difference between the two. It is not clear how many had 
neurological features. 

Unlike Schottstaedt and Sokolow (1953) we were unable 
to evaluate the therapeutic aspects of lumbar puncture, 
because in our material it had been used only as a diagnostic 
procedure. Untoward effects such as reported by Shelburne 
et al. (1932), Riser, Planques, and Becq (1938), and Schott- 
staedt and Sokolow (1953) were not encountered 


Additional Pathological Findings 


Certain pathological findings in the brains of patients 
dying from malignant hypertension must be dealt with in 
more detail. 

Some of the cases described by Rosenberg (1949, Cases 5 
and 14) and included in his first group, as well as others 
termed “ hypertensive encephalopathy ” by Scheinker (1943. 
Case 1), cannot be included in the classification that we 
have suggested. We did not consider them to be primarily 
neurological problems, fer, despite the apparent features of 
raised jntracranial pressure, this could not always be 
demonstrated by necropsy or by C.S.F. pressure In 
addition, Pickering (1934) has shown the occasional lack of 
correlation between the latter and the symptoms of severe 
arterial hypertension (papilloedema, convulsions, coma, and 
headache). These patients usually had obvious evidence of 
cardiac and renal insufficiency as well as hypertensive retino- 
pathy, and, despite the similarities, should not be confused 
with cases of intracranial neoplasm. Riley and Elsberg 
(1926), Grant (1932), Vallat (1938), and Cruz (1952), have, 
however, discussed the possibility, and Jefferson (1955) has 
considered the clinical, radiological, and electroencephalo- 
graphic differences between hypertensive brain disease and 
cerebral tumour 

When the brain in this type of malignant hypertension 
is examined carefully, oedema, scattered minute haemor- 
rhages, and areas of softenings have been detected (Rosen- 
berg, 1940; Scheinker, 1943). It seems likely that these 
are mainly terminal changes, and, as admitted by Rosenberg 
(1940) when discussing a similar case (Rosenberg, Keith, and 
Wagener, 1938), may not announce themselves clinically, and, 
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as already suggested, may be related to renal failure. It 
is also possible that many of the older foci of destruction 
found in the brains of these patients are also silent if very 
smal] and situated in an non-eloquent area. 

In 42 of our non-neurological patients the brain was 
examined. In 26 it was said to be normal, but in most 
instances histological examination had not been carried out 
Eleven brains were thought to be oedematous, and in five 
there were multiple miliary areas of haemorrhage or soften- 
ing, or both. In each of the 16 cases the patient had died 
in a state of severe uraemia. 

Much confusion exists concerning cerebral oedema, 
mainly because of deficiencies in pathological knowledge. 
It was considered to be present in seven of our patients 
(15% of those whose brain had been examined and who 
showed clinical evidence of neurological involvement), but 
only macroscopic assessment was made. Like the 11 in the 
non-neurological group, in each patient death had been in 
part due to severe renal insufficiency. Eleven of Rosenberg’s 
(1940) 17 patients had some evidence of cerebral oedema, 
but in all except one the blood urea was raised. The role 
of uraemia in the production of cerebral oedema has long 
been the subject of speculation (Traube, 1871 ; Cushing and 
Bordley, 1908; Blackfan and Hamilton, 1925), but further 


elucidation of the problem is called for. Of our seven 
patients, only one had a lumbar puncture within 24 hours of 
death, and the C.S.F. pressure was normal. Rosenberg 


(1940) likewise could not detect a constant relationship 
between the C.S.F. tension, the degree of papilloedema, the 
urea content of the blood, and cerebral oedema. Taylor 
et al. (1954), when studying the C.S.F. pressure in malignant 
hypertension, used the Ayala index in support of this 
conclusion, 

The brains of some of our neurological patients were 
described as normal. despite striking abnormalities of 
function during life, but Allbutt (1915) and Rosenberg 
(1940) have each emphasized the importance of closer study. 
It is possible that the apparent lack of anything pathological 
in some patients dying of “hypertensive encephalopathy ” 
(Volhard, 1935) is due to inadequate histological investiga- 
tions, an accusation that has already been brought forward 
by Adams and Eecken (1953). 


Prognosis and Treatment 


For a number of reasons it is very difficult to assess the 
prognosis in this group. Some of the patients had already 
suffered damage to the nervous system before entering the 
malignant phase, or before it was recognized ; in 3 out of 
65 no papilloedema was noted at any stage, and therefore 
the date of onset of the malignant phase could not be 
estimated with accuracy. In many there was advanced 
renal or cardiac disease in the presence of some relatively 
benign neurological complication, and it was the former 
rather than the latter that was important from: the point 
of view of prognosis. The material was not itself homo- 
geneous—a massive cerebral haemorrhage is obviously an 
immediate threat to life, while a facial palsy carries no 
added risk at all. Any attempt at splitting the cases into 
homogeneous groups results in groups too small for any 
kind of valid statistical analysis. Accordingly, from the 
material studied the following have been excluded: those 
in whom papilloedema was not recognized during life (3 
cases): those found to have physical signs in the nervous 
system but who gave no history of an acute incident (3 
cases): those who developed neurological features ter- 
minally only, in whom no therapy in the way of sympa- 
thectomy or ganglion blockade would be considered (18 
patients); and those, other than patients still alive, whose 
fate is unknown (4 cases). 

The remaining 45 patients were divided into three groups: 
(A) little or no cardiac involvement, and blood urea under 
100 mg. per 100 ml. at the time of the neurological episode 
(13 cases); (B) a history of dyspnoea on moderate effort or 
less, or paroxysmal nocturnal dyspnoea with a blood urea 
of 100 mg. per 100 ml. or less at the time of the episode 
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(24 cases); (C) blood urea over 100 mg. per ml. with or 
without severe cardiac damage at the time of the neuro- 
logical episode (8 cases). 

It is felt that these probably represent fairly homogeneous 
groups as regards prognosis, and they are of fairly equal 
size. There were 22 treated and 23 untreated cases. 

The findings are analysed in Table V. Some of the sur- 
vival times are incomplete among the treated group, because 
the patients are still alive: the figures quoted therefore 


Taste V.—Survival of Patients with Neurological Manifestations 


Cause 
of Death 
| Average 
Group Treatment Survival | = | 
3 = (Months* < 
213 
= 7 Ze 
{| None FE. 4 7 177.43 0 | 4 ; 
| | Nephrectomy 0 1 I | 
A < | Sympathec- 
Methonium 3 | 0 3] 
None 5 4 $0.27 0 7 
B J Sympathec 
tomy 2 2 4 |175.109 0 i ; 
| Methonium 7 4 11 17-6 4 4 ; 
C f| None 1 6 7 29.13 0 2 s 
Methonium 0 14130 0 0 | 


For explanation of the grouping see text 


represent the worst possible outcome of treatment and 
may improve. It will be apparent that with the exception 
of group C the age and sex composition is similar enough 
to present no distortion from this cause. 

The numbers are small and the results very difficult to 
assess. It is clear that all forms of treatment are beneficial 
except in the presence of severe renal damage. Methonium 
therapy has produced the best results and would appear 
to be the treatment of choice. Not only are the immediate 
dangers less than with sympathectomy, but if the lowering 
of the blood pressure proves deleterious it can easily be 
reversed, or produced to a less drastic degree. No doubt 
those rare cases of hypertension due to operable primary 
disease should still be treated surgically; but should the 
blood pressure rise again later—as it usually does in these 
cases—methonium therapy can be used with advantage. 
We feel that the drugs at present available should be 
administered parenterally rather than by mouth, as their 
absorption is more certain, and catastrophic and unexpected 
falls in blood pressure—which might be well enough 
tolerated in patients with an intact cerebral vasculature 
with their attendant dangers, may thus be avoided. The 
future may produce more trustworthy oral drugs 

It is quite common for patients with overt or latent 
cerebral vascular disease to experience temporary exacerba- 
tion of their symptoms when the blood pressure is lowered. 
Finnerty, Witkin, and Fazekas (1954) have shown that this 
is due to diminished cerebral blood flow, arising from 
failure of adaptation of the cerebral vascular resistance. 
They showed, moreover, that adaptation is less readily 
effected in the “malignant” than in the “ benign” hyper- 
tensive. 


Summary 


A study of the neurological features which were 
present in 73 out of 190 cases (38%) of malignant hyper- 
tension has been made. 

The 65 patients known to have died could be grouped 
clinically into ; group 1, those dying from a single neuro- 
logical episode ; group 2, those suffering a neurological 
lesion but dying from a non-neurological cause ; and 
group 3, those who suffered more than one cerebral 
lesion and died because of them. 

Individual manifestations of involvement of the 
nervous system have been analysed. Unlike giddiness, 
headache was no commoner than in the non-neuro- 
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logical group: 27 of the patients suffered from 
epileptic seizures, but in almost half uraemia was 
present ; 27 had an abnormal mental state, usually 


associated with focal or generalized vascular lesions. 
Three-quarters had an acute vascular episode (focal 
intracerebral haemorrhage in 38 
and subarachnoid haemorrhage in 5.5°,): and some had 
Criticism is levelled 
term “ hypertensive 
reserved for the 


ischaemia in 48 


more than one type of lesion 
at the 
encephalopathy,” which 


syndrome as described by Volhard ; it seems to be very 


frequent misuse of the 


should be 
rare, and was found in only one of our cases 

An attempt should always be made to determine the 
cause of each cerebral event, and the term “ focal brain 
ischaemia used in appropriate cases 

There were eight isolated cranial nerve palsies (facial 
nerve in seven, abducens in one) 

Ihe C.S.1 
of 42 
Staining in Il, 
bloody fluids 

Treatment 
severe renal damage was not present at the start of treat- 
when untreated 


pressure and contents were normal in 6 out 
High 29, blood- 
and elevated protein content in Y non- 
some had more than one abnormality. 

where 


cases pressure was found in 


appears to have prolonged life 
survival in this 
Ganglioplegic drugs seemed 


ment Lhe group 
averaged less than a vear 


to be more effective than sympathectomy. 


We thank Professor J. McM icl f his heipful criticism tn 
preparation of this paper 
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ANALGESIC SUPPLEMENTS TO NITROUS 
OXIDE ANAESTHESIA 
A REVIEW 
BY 


EPHRAIM S. SIKER, M.D. 
Exchange Consultant, Department of Anaesthetics, Welsh 
National School of Medicine; also of De partment of 
4 re sthesioloey (Mercy Hospital), University of 
Pittsburgh, U.S.A. 


The many advantages of nitrous oxide were for a long 
time overshadowed by its weak anaesthetic properties 
and by its inability to produce muscular relaxation. 
Although widely used for analgesia in midwifery, for 
anaesthetic inductions, and as one of the vehicles to 
carry the vapour in ether anaesthesia, nitrous oxide 
could not be relied upon to produce adequate anaes- 
thesia in every case, even in well-premedicated patients. 

The short-acting barbiturates awakened a new interest 
in nitrous oxide. Within a few years nitrous oxide and 
oxygen anaesthesia supplemented with thiopentone had 
become an established technique. For operations which 
required no muscular relaxation this combination seemed 
ideal, since it was easy to administer, afforded the patient 
a pleasant induction, and allowed the surgeon to use dia- 
thermy. Although thiopentone was a potent hypnotic, 
its lack of analgesic properties and its slow degradation 
in the body led to frequent complications, especially in 
prolonged operations that required large doses of the 
barbiturate. As experience accumulated, the triad of 
respiratory depression, circulatory failure, and prolonged 
post-anaesthetic recovery caused the technique to be 
regarded more critically. 

Many anaesthetists added small but analgesic concen- 
trations of ether or cyclopropane to the nitrous oxide 
and oxygen mixture, using thiopentone for the induction 
alone. Diathermy could not, however, be safely used 
with these otherwise valid techniques. 


Dix 1956 


SUPPLEMENTS TO NITROUS OXIDE Basrisu 1327 


Mepicat Journat 


Before the advent of curare, muscular relaxation dur- 
ing general anaesthesia could be achieved only by deep 
anaesthesia with potent agents. Deep anaesthesia was 
therefore an invariable incident to an adequately relaxed 
abdomen. With the introduction of curare into clinical 
anaesthesia it became possible to maintain light anaes- 
thesia throughout the longest operation. The ability to 
produce muscular relaxation irrespective of the agents 
used for general anaesthesia added great impetus to the 
interest in nitrous oxide. Curare could be administered 
during any general anaesthetic, and it was found easier 
to maintain uniform planes of light anaesthesia with 
nitrous oxide than with ether or cyclopropane. Ether 
had the additional disadvantage of having its own curare- 
like effect which made it difficult to gauge the dose of 
curare during its administration. 

Curare has no analgesic properties. Prior to the intro- 
duction of curare, one of the indications for an addi- 
tional dose of thiopentone was involuntary movement of 
the patient. The neuromuscular block induced by curare 
prevents reflex muscular activity, eliminating to a large 
extent this indication for additional thiopentone. As 
curare displaced thiopentone as a means of reinforcing 
nitrous Oxide, certain disadvantages became apparent. 
A number of reports appeared of patients waking up in 
the middle of the operation or having a vivid memory 
of the procedure. Mushin (1951) aired this problem 
when he wrote: 


“Our pharmacological colleagues warned us long 
ago of the possibility that the patient might be awake 
during the operation. ... 1 am inclined to believe 
that this occurrence may be more common than we 
think. It is clear that with the present-day large doses 
of relaxants, little objective evidence is available for 
the anaesthetist to determine the presence or absence 
of unconsciousness. A patient who is motionless may 
be conscious but curarized, while one who kicks may 
be unconscious and acting reflexly.” 


Curare, in making it possible to use nitrous oxide and 
oxygen with thiopentone in a wider variety of opera- 
tions, complicated rather than solved the problem of 
using nitrous oxide. There was a great need for a means 
by which this gas could be safely potentiated without 
completely resorting either to thiopentone on the one 
hand or curare on the other. 


Pethidine 


In 1947 Neff ev al., in the United States, suggested supple- 
menting nitrous oxide and oxygen with pethidine and curare. 
Induction with nitrous oxide was slowly carried out and 
no thiopentone was used. They stressed the importance 
of first securing “ pain relief before the administration of 
curare, a view that was later reiterated by Mushin (1951). 

After observing Neff’s work at first hand, Mushin and 
Rendell-Baker (1949) further developed the conception and 
published a preliminary report of 100 cases. They modified 
the technique in two ways: (1) a “sleep dose” of thio- 
pentone was administered before nitrous oxide and oxygen 
was begun ; (2) 25 mg. of pethidine was administered about 
every twenty to thirty minutes, this dosage being needed for 
adequate depth of anaesthesia. The publication of this 
basic technique in Great Britain stimulated great interest, and 
it was not long before many clinical reports were forth- 
coming. 

The analgesic properties of pethidine were discovered 
almost by accident. The drug was synthesized in 1939 
(Eisleb and Schaumann) during a search for atropine-like 
compounds. About one-eighth as potent as morphine, it 


shares some of morphine’s undesirable side-effects. One of 
its chief disadvantages is the ease with which patients become 
addicted to it, a problem not encountered in its use in anaes- 
thesia. Though small, the atropine-like action of pethidine 
on the bronchial tree makes it particularly useful during 
general anaesthesia, The action on the heart is one of vagal 
depression superimposed on a primary muscular depression 
(Duguid and Heathcote, 1940). In analgesic doses these 
effects are very small indeed. 

Most investigators of pethidine as a supplement to nitrous 
oxide anaesthesia report rapid post-anaesthetic recovery 
This may be attributed to the small dosage and the poor 
hypnotic qualities of pethidine. This finding is in sharp 
contrast to the frequent observation of the post-anaesthetic 
sleep seen after anaesthesia in which thiopentone was the 
sole additional agent. Other advantages claimed for pethidine 
in anaesthesia include the ease of administration, the flexi- 
bility of the technique, the absence of the explosion hazard. 
and the production of adequate planes of anaesthesia without 
undue depression of the respiratory or circulatory systems 

Brotman and Cullen (1949) used pethidine in this way, 
administering small doses of thiopentone to facilitate rapid 
induction as well as additional small doses in prolonged cases 
to provide supplemental hypnosis. They concluded that the 
technique is well suited for the poor risk. Their belief that 
pethidine produces less respiratory depression than morphine 
has not been substantiated (Prescott et al., 1949 ; Loeschcke 
et al., 1953). 

The use of nitrous oxide and oxygen supplemented with 
analgesics and muscle relaxants has been condemned as an 
unsatisfactory technique for junior anaesthetists (Cullen. 
1950). The opposite view has been expressed by Mushin 
(1951). who wrote: “ This method can be quickly picked up 
by well-trained juniors.” Evidence of the flexibility of this 
form of anaesthesia is presented in a report by Mushin and 
Rendell-Baker (1950), who applied this technique to thoracic 
surgery. With this method, unconsciousness, immobility. 
and control of respiration and of reflex activity were easily 
maintained, awakening was immediate, and post-operative 
shock was absent. 

In reviewing the status of pethidine-supplemented nitrous 
oxide anaesthesia, Neff er a/. (1950) again stressed the import- 
ance of a slow, more complete induction with nitrous oxide 
and oxygen. Since his original report, Neff had decreased 
each increment of pethidine by 50 It seems unlikely, 
however, that a prolonged induction with nitrous oxide and 
oxygen would prove to be practical in routine anaesthetic 
practice. 

Depression of pulmonary ventilation is rarely severe in 
degree or prolonged, though its occurrence should dispel any 
idea that pethidine can be used without fear of respiratory 
depression (McDermott and Papper, 1950). Any respiratory 
depression due to pethidine is naturally masked during 
* controlled respiration.” The few references to such depres- 
sion in papers describing techniques of assisted respiration 
must be taken as an indication of the rarity of such an 
effect. If pethidine in the doses used in anaesthesia caused 
serious depression it would be easily detected with such 
techniques. 

In the British journals 1951 was a popular year for reports 
concerning pethidine in anaesthesia. Johnson (1951), using 
the technique described by Mushin and Rendell-Baker (1949) 
and Mushin (1951), stressed the occurrence of relaxation of 
the bronchial tree and the absence of respiratory depression. 
Blazeby (1951) contended that: “ In some cases, in which an 
additional dose becomes indicated shortly before the close of 
the operation, it may be wise to give a dose of thiopentone, 
0.1 g., instead of a final repeat dose of pethidine.” While 
this is left unexplained, it reflects the nebulous nature of 
specific indications for the administration of pethidine as 
opposed to thiopentone. 

Also in 1951 Ruben and Andreassen recorded their 
observations on the effects of pethidine on the larynx. 
After routine premedication, pethidine alone was used for 
endotracheal intubation, the average dose administered 
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intravenously being 140 mg [hey observed no case ol 
apnoea, although a depression in the respiratory rate to Six 
to eight a minute often occurred for a few minutes 

By utilizing intravenous pethidine in alternate cases, 
Wolfers (1953) reported the first “ controlled” study of this 
technique. The method in the test group was that described 
by Mushin and Rendell-Baker (1949), although Wolfers 
found that 25-mg. increments of pethidine “ did not produce 
satisfactory anaesthesia in a proportion of cases and supple- 
mentary doses of thiopentone were often needed.” In the 
control group thiopentone alone was used to supplement 
nitrous oxide anaesthesia. It was found that the mg. minute 
dose of thiopentone in the control group was almost twice 
that in the pethidine group 

Johnstone (1951) reported that multifocal ventricular 
tachycardia and bigeminal rhythm which spontaneously 
ippeared during trichlorethylene (“ trilene ") anaesthesia dis- 
appeared within four minutes of receiving 25 mg. of pethi- 
dine intravenously. Mushin and Rendell-Baker (1950) and 
others have also made the observation that the use of pethi- 
dine was associated with a decreased incidence of cardiac 
arrhythmia during anaesthesia 

lable I summarizes the literature concerning pethidine 
supplementation 

Codeine 

In a report concerning anaesthesia for the fenestration 
operation, Meals (1948) wrote: “Our early patients were 
given rather large doses of thiopentone for adequate control 
and the surgical procedure was followed by a prolonged 
post-operative sleep. The intravenous use of analgesics 
was tried to reduce the thiopentone requirements.” Meals 
found morphine too depressant to respiration and pethidine 
not very effective He states that codeine sulphate was 
tried “ with remarkable success,” that the dose of thiopentone 
was reduced by one-third and the recovery time from hours 
to minutes. Mushin (1951) found that codeine was as satis- 
factory as pethidine but abandoned it because “no method 
of determining which is the better drug has so far been 
evolved.” Brown (1953), reporting on codeine, concluded 
that it had no advantages over pethidine The absence of 
further communications concerning codeine supplementa- 
tion would seem to substantiate this conclusion 


Levorphanol 


Levorphanol (“ dromoran ; t-methorphinan) has an anal- 
gesic potency four times that of morphine sulphate (Gross 
et al., 1949). Its side-effects are similar to those produced 
by morphine. While the onset of peak analgesia is similar 
to that of morphine, the duration of effect is six hours or 
longer 

In utilizing levorphanol as an analgesic supplement, Brot- 
man et al. (1950) gave a sleep dose of thiopentone followed 
by nitrous oxide and oxygen, with levorphanol administered 
in 1.5- to 3-mg. doses. The recovery times and duration of 
post-operative analgesia in this series were compared with 
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two other series in which morphine and pethidine, respec- 
tively, had been used as supplements. They concluded 
that equivalent doses of the three drugs provided comparable 
results as supplementary narcotics during nitrous oxide 
anaesthesia. Recovery times did not vary significantly 
among the three groups. Brown (1952) administered a 
“standard dose” of 0.5 g. of thiopentone to all patients, 
which was followed by nitrous oxide and oxygen and levor- 
phanol in from 0.25- to 0.5-mg. doses. If Brown had used 
a sleep dose of thiopentone adjusted to the individual patient 
rather than a standard dose of 0.5 g., his findings would have 
had greater validity. In a subsequent report. Brown (1954) 
concluded that a continuous levorphanol drip was contra- 
indicated because of the high incidence of respiratory depres- 
sion, Crawford and Binning (1953) found that they used 
at least 2-mg. increments of levorphanol rather than the 
much smaller doses that Brown reported. 


Alphaprodine 

Alphaprodine (* nisentil”:; 1,3-dimethyl-4-pheny1-4-pro- 
pionoxypiperidine), similar in structure to pethidine, is one 
of the latest narcotic analgesics that have been investigated 
as a supplement to nitrous oxide and oxygen anaesthesia. 
In general, side-effects were less frequently encountered than 
with levorphanol or morphine (Lee and Hasegawa. 1950; 
Lee and Pfeiffer, 1951). The development of tolerance was 
not observed (Gross et al., 1948). Siker et al. (1954) com- 
pared alphaprodine with pethidine supplementation in two 
large series. The thiopentone requirements in the pethidine 
group were almost consistently twice those of the alpha- 
prodine group, and the percentage of patients reacting at 
the end of the surgery was greater in the alphaprod ne group. 
The latter finding was attributed to the shorter duration of 
action of alphaprodine as compared with pethidine 

Lancaster and Levin (1956) reported on the use of alpha- 
prodine and suxamethonium in a continuous drip. Foldes 
and Swerdlow (1956) concisely stated their objections to the 
combination of two such diverse agents in the same drip: 
“on repeated or continuous administration the degree of 
cumulative effect will not be the same for each drug. Conse- 
quently the mg./min. requirements of two different drugs are 
very unlikely to parallel one another as time progresses. . . . 
Combined administration of two drugs with such widely 
divergent pharmacological properties will frequently result 
in overdosage with one or both agents.” 


Levallorphan and Opiates 


Because further attempts to reduce the thiopentone re- 
quirements by increasing the alphaprodine dose had failed 
as a result of the marked respiratory depression that was 
encountered, Foldes aad his colleagues (1955) tried a new 
tack. In unanaesthetized patients levallorphan tartrate 
(levo-3-hydroxy-N-allylmorphinan tartrate) afforded con- 
siderable protection against alphaprodine-induced respiratory 
depression (Swerdlow ef al., 1955). They therefore used a 
combination of alphaprodine and levallorphan tartrate in a 


No. of Average Total of Initial Total Dose of Recovery ' . 
Author Cases Pethidine per Hour’ Dose of Pethidine Thiopentone Time N,0 °,0O, 
Neff er al. (1947) 160 25-50 mg Not used 18-20 min 80 20 
Mushin and Rendell-Baker (1949) 100 75 me 25 mg “ Sleep dose” Rapid 
Brotman and Cullen (1949) 417 106 144 me 30 min 80 20 
Mushin and Rendell-Baker (1950) 100 SO me 0-5-0-7 g. Rapid <0 50 
Blazeby (1951) 380 0-3-0-7 ,, | 80 20 
Roisson (1952) 400 . 02-0352 75 25 
Johnson (1951) 200 20-50 mg 0-27-0-75 ,, 
Griffiths (1950) 25 mg 02-048 80 20 
Ruddel! (1950) 129 03-08 ,, 
Pearce (1951) 330 80 mz 15-50 mg. 250 mg. (av.) 10 min 70 30 
Auld (1952) 12 31 5 meg. Not used 66-6 333 
Wolfers (1953) 200 a4 25-50 mg. 0-25-1-05 56%, awake in 66-6 33.3 
theatre 
Murphy (1951) | Rapid 
Verne (1952) 180 50 mg Sleep dose 80 20 
Randal! et al. (1952) 0-02--0.04°, Pethidine drip 2 75/25 
Franks (1954) 202 | 15-25 mg. 0-15-03 g. 75 25 
Siker er al. (1954) 600 42 mg 25 mg | 0-3-08 ,, 58°, awake within 73 '2$ 
5 minutes 
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raulo of 50:1 as a supplement to nitrous oxide anaesthesia, 
hoping that the increased dose of alphaprodine would further 
reduce or completely eliminate the need for thiopentone. 
This seemed desirable to them, in view of the relatively 
slow rate of thiopentone degradation in the body (Brodie 
et al., 1950). This technique permitted an approximately 
50°, reduction of the thiopentone requirements, as com- 
pared with the thiopentone used when alphaprodine was 
employed without levallorphan tartrate. Although the doses 
of alphaprodine were four to five times that reported by 
Siker ef al., no serious respiratory depression was seen. 

Hamilton and Cullen (1955) also reported on the use of 
levallorphan tartrate in combination with narcotic anal- 
gesics. In 40 patients who underwent operations requiring 
no muscle relaxation large doses of narcotics (average initial 
doses: pethidine, 180 mg. ; levorphanol tartrate, 7.3 mg.) in 
conjunction with levallorphan tartrate were used to supple- 
ment nitrous oxide anaesthesia. It was noted that, while 
the action of levallorphan was to prevent respiratory de- 
pression, the patients were often very sleepy post-operatively. 
some continuing to sleep for several hours. No untoward 
effects from levallorphan tartrate were noted in this series. 
That some effects of the opiates which provided useful 
supplementation to nitrous oxide are not antagonized by 
levallorphan has been demonstrated by the work of Hamil- 
ton and Cullen (1955) and of Foldes ef al. (1955). 


Miscellaneous Drugs 
other analgesics have received clinical trials as 
Heroin, methadone (“* phys- 
and ketobemidone 


Many 
supplements to nitrous oxide. 
eptone phenadoxone (* heptalgin ”), 
(“ cliradon “) were used by Mushin (1951). Of these, he 
found ketobemidone as satisfactory as pethidine. Thomp- 
son and Neff (1950) reported their findings with ketobem- 
idone, and also concluded that it compared favourably with 
pethidine as a supplement. Bemidone, which they also 
investigated, was unsatisfactory because of respiratory 
depression and the undesirable side-effect of stimulation of 
the central nervous system. 


Assessment of Analgesic Effect 

The cortical appreciation of pain and the individual re- 
sponse to pain are highly complex mechanisms. Although 
a discussion of this subject is not within the scope of this 
paper, it is important to relate a few elementary concep- 
tions of pain perception to the problems of assessing the 
effects of narcotic analgesics when used to supplement nitrous 
oxide anaesthesia. Irrespective of the type or degree of 
pain, its perception is primarily a product of the pain thres- 
hold and the emotional! state of the subject. In addition, 
both the emotional state and the pain threshold of any indi- 
vidual are subject to wide deflections within relatively short 
periods of time. 

The analgesics are drugs whose main effect is to reduce the 
reaction of the central nervous system to pain. This defini- 
tion echoes the suggestion of Hardy ef al. (1940) that mor- 
phine acts by altering the response to pain—that is, the 
pain is stili perceived but seems remote and causes no 
anxiety. It is important to differentiate pain perception and 
the reaction to pain in the conscious subject and in the 
anaesthetized patient. The point at which the conscious 
patient can appreciate pain (pain threshold) loses its mean- 
ing in the anaesthetized patient. While the conscious subject 
may react to cortically perceived pain, the anaesthetized 
patient may also react, but to subcortical levels of afferent 
pain impulses. 

Nothing is more frustrating than an attempt to measure 
the effects of an analgesic in the already anaesthetized 
patient. In only one respect is the task easier than in the 
conscious ; the unpredictable effect of emotion on the indi- 
vidual response to pain is eliminated. The reaction to 
pain in the anaesthetized patient may be characterized by 
increase in the pulse rate or blood pressure, sweating, phona- 
tion, involuntary movements, and changes in the respiratory 
pattern. However, one or more of these signs may result 
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from the very drugs producing the anaesthesia, or from 
oxygen lack or carbon dioxide excess during anaesthesia. 
Involuntary movements and irregular respirations are com- 
pletely hidden by a dose of muscle relaxant large enough 
to cause apnoea. The interrelationship of all these cause- 
and-effect mechanisms makes it difficult or impossible to 
select any of these signs as a criterion for the measurement 
of analgesia. 

The observation that these supplements are valuable be- 
cause they “work” offers a suitable hypothesis by which 
these drugs may be clinically assessed. It may be inferred 
from the many advantages attributed to the use of narcotic 
supplementation that certain specific goals are being sought 
These goals include the safe production of adequate planes 
of anaesthesia and rapid post-anaesthetic recovery without 
post-operative restlessness. If our relative success in attain- 
ing these goals could be effectively measured, the advantages 
of narcotic supplementation could be more accurately judged. 
Certain clinical measurements may be selected whereby the 
effects of two or more analgesics may be compared. The 
basis for such comparisons that have appeared in the 
literature are: (1) the mg./min. dose of thiopentone (Wolfers, 
1953; Siker et al., 1954; Foldes et al., 1955); (2) the per- 
centage of patients reacting at the end of the operation 
(Brotman et al., 1950; Wolfers, 1953; Siker et al., 1954; 
Foldes et al., 1955; Lancaster and Levin, 1956); (3) the 
duration of post-anaesthetic analgesia (Brotman ef al., 1950). 
Complex methods of statistical analysis may sometimes be 
needed to elucidate the results (Wilkins er al., 1951). 

The duration of post-anaesthetic analgesia and the reac- 
tion time are both simple numerical expressions. Any 
reduction in thiopentone requirements that results from the 
use of a narcotic supplement may be viewed as one expression 
of the efficiency of the narcotic. Table II summarizes the 
findings of the authors, who calculated the mg./min. dose 
of thiopentone in their cases. 

The percentages of patients reacting within specified 
intervals recorded in five publications are given in Table III. 

Despite carefully controlled experiments and accurate 
statistical analysis, the wide range of techniques and results 
make it difficult to list any incontrovertible conclusions. 
By comparing the analgesics using the methods mentioned 
above, much valuable information has been gathered con- 


Taste Hl.—Nitrous Oxide and Oxygen Anaesthesia. Dose of 
Thiopentone Expressed in mg./ min. 
| Alphaprodine 
Author | No Analgesic Pethidine |Alphaprodine and 
| Levorphanol 
Wolfers (1953) | 12 64 ; 
Foldes er al No relaxant 20 98 41 
(1955) 
| J Relaxation for 14 84 38 
Siker ef al ‘) _ intubation 
(1954) | | Relaxation for 12 64 34 
} maintenance 
Taste Ill.—Percentage of Patients Reacting to Tactile and 


Auditory Stimuli Following Nitrous-Oxide-Oxygen-Thio- 


pentone Anaesthesia With: 


Alpha- 
No prodine 
Pethi-| Alpha- Mor- Levor- 
Author — dine | prodine ‘4 phine | phanol 
lorphan 
Wolfers (1953) (before 
leaving theatre) 32 56 
Brotman ef al. (1950) 
(on return to ward) 28 3 39 
Siker er al. (1954); 
Foldes et al. (1955) 
(within 5 minutes of 
completion of sur- 
gery): 
No relaxant 53 77 98 
Relaxant for intuba- 
tion | $9 87 94 
Relaxant for main- | | | 
tenance | | 60 | 84 95 
Lancaster and Levin | | 
(1956) (in theatre) .. | 47 | 
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cerning how much less thiopentone is required, how much 
sooner the patient awakens, and how much longer it is before 
the patient requires additional pain relief after surgery 


Any objective expression of analgesic effect during anaes 


thesia is still an unknown quantity. One promising method 
whereby this might be determined is clectroencephalographic 
nonitoring during anaesthesia There is a considerable 
literature concerning electroencephalography during anaes 


thesia, but little attempt to show the electroencephalogram 
tA 
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Fios. | and 2 (after Mushin, 1955).—Changes in E.E.G. with 
level of pain appreciation. Incidence of alpha rhythm with in- 


creasing ether analgesia im two volunteers Ihe vertical black 
bars above the abscissa indicate the strength of a standard pain 
stimulus as judged by the subject The hollow box below the 


ibscissa shows the period during which the subject was judged to 
be unconscious 


tracing during application of graded pain stimuli during 
anaesthesia. A start in this direction was made by Mushin 
1955). who, during induction and maintenance of ether 
inaesthesia in volunteers, recorded electroencephalograms 
while painful stimuli were applied Iwo samples of his 
results are shown in Figs. | and 2? It seems that the ability 
to appreciate pain can be correlated with the amount of 
alpha rhythm in the electroencephalogram The electro- 
encephalogram may therefore prove of great value in the 
future in measuring the effect of narcotic analgesics during 
general anaesthesia 


Indications for Administration of Analgesic Supplements 


The most difficult problem encountered in the use of 
analgesic supplements has been to decide what constitutes 
the indications for the administration of the first, or addi- 
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tional, increments of the drug. The anaesthetist’s difficulty 
is to differentiate between an elevated pulse or blood pressure 
due to a response to pain and a reaction to an elevated 
plasma carbon dioxide ; between a movement representing 
a response to pain and a spinal-cord reflex resulting from 
surgical traction ; between tachypnoea due to pain and that 
due to hypoxia. The problem is made more difficult when 
muscle relaxants are used, since movements of the patient 
and changes in his respiratory pattern which may yield 
valuable information about the depth of anaesthesia are 
obtunded. Most of the authors writing on analgesic supple- 
mentation are vague about their indications for additional 
analgesic. Some merely state that further doses are given 
when the anaesthetic becomes “too light.” The following 
represents a list of all the indications given for the admini- 
stration of an additional dose of analgesic: (1) any obvious 
reaction to painful stimuli such as a towel clip ; (2) wrinkling 
of brow or other movement of patient; (3) phonation ; 
(4) rise in blood pressure or pulse rate in the absence of 
elevated plasma carbon dioxide or decreased plasma oxygen ; 
(5) any increase in the respiratory rate: breath-holding ; 
(6) perspiration ; (7) lacrimation 

A number of reports indicate that there is a strong correla- 
tion between the respiratory rate and the degree of effect 
from the narcotic analgesic. Blazeby (1951) states: “ Marked 
slowing of respiration is a sign of relative overdose. Marked 
increase of respiration rate may conversely be taken as an 
indication that the analgesic effect is wearing off... .” 
Apart from the usual signs of light anaesthesia, an increase 
in the respiratory rate to over 20 a minute is regarded as 
an indication for the administration of a supplementary dose 
of alphaprodine (Siker ef al., 1954). However dependable 
the respiratory rate may be in judging the degree of anal- 
gesia, it can be utilized only during assisted respirations 
or in the absence of muscle relaxants. Using controlled 
respiration, the anaesthetist must depend upon pulse and 
blood-pressure changes, lacrimation, slight movements that 
may occur during brief periods of incomplete relaxation, 
and, most important, his own experience concerning the 
needs of the occasion. 


Discussion 

Analgesic supplementation is enjoying a vogue charac- 
teristic of many new agents and techniques. Although the 
technique is still widely used, there has been a gradual reduc- 
tion in dosage of analgesics over the past four years. This 
decline in dosage has not been as great in cases where no 
muscle relaxation is used, because in these cases more reli- 
ance is placed on the analgesic to prevent the patient moving 
during surgery. Since the technique was first suggested by 
Neff et al. (1947) and elaborated by Mushin and Rendell- 
Baker (1949), the brief span of nine years has almost seen 
the completion of the parabolic curve of analgesic dosage. 
The reasons for this decline are becoming clearer. The 
difficulties of assessing the value of this technique may be 
attributed to the lack of specific indications for the admini- 
stration of the analgesic supplements. 

Paradoxically, the analgesics themselves are largely respon- 
sible for the reduction in their use. The analgesics and 
relaxants made it possible to use nitrous oxide and oxygen 
for most surgical procedures. In so doing, they enabled the 
anaesthetist to become progressively more experienced and 
familiar with nitrous oxide. As skill with nitrous oxide 
and oxygen increased, deperdence upon analgesic supple- 
ments decreased. Saturation with nitrous oxide is a slow 
process. At the end of two hours the body is still absorb- 
ing as much as 75-100 ml. of nitrous oxide a minute 
(Severinghaus, 1953). As the duration of the anaesthesia 
increases, so does the efficiency, therefore, of the nitrous 
oxide. Evidence of this appears in the inverse relationship 
between the duration of anaesthesia and the dosages of 
thiopentone, pethidine, and alphaprodine needed (Siker et al. 
1954). 

Any attempt to predict the ultimate direction that the 
practice of analgesic supplementation will take would be 
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presumptuous. The never-ending progression of new drugs 
and techniques changes anaesthetic practice almost overnight. 
Over the years, since the use of analgesics became wide- 
spread, one can trace an evolution that seems to point to- 
wards greater dependence upon nitrous oxide and less upon 
the analgesic. There is always the possibility that new 
methods will enable us to measure the effects of the anal- 
gesics during anaesthesia more accurately than hitherto. We 
will then have a more exact knowledge of what part the 
analgesic really plays. whether one drug is preferable to 
another, or even whether these drugs ought to be discarded 
altogether. 
Summary 

The ability to use nitrous-oxide-oxygen as a safe 
general anaesthetic was increased with the introduction 
of thiopentone. The advent of curare further widened 
the scope of nitrous oxide anaesthesia. Too much reli- 
ance upon thiopentone supplementation led to frequent 
complications, while too much reliance on curare to 
maintain immobility led to patient-awareness during an 
otherwise inadequate anaesthetic. 

Pethidine was originally used to increase the depth 
of nitrous-oxide-oxygen anaesthesia. Investigations of 
pethidine as a supplement to nitrous oxide revealed many 
advantages associated with its use. Other narcotic anal- 
gesics such as levorphanol, alphaprodine, and keto- 
bemidone were soon investigated as supplements. 

Throughout these investigations the great shortcoming 
has been the lack of any clear-cut criterion for the assess- 
ment of analgesia during general anaesthesia. Such 
clinically measurable values as the mg./minute thio- 
pentone requirements, the reaction time, and the dura- 
tion of post-operative analgesia have been used both 
to measure and to compare the efficacy of analgesic 
supplements. They give valuable but incomplete infor- 
mation in this direction. 

Many narcotic analgesics have been used successfully 
as supplements to nitrous oxide anaesthesia. Only when 
more precise methods for measuring the effects of these 
supplements during anaesthesia are found, however, will 
we have an idea of their proper role in anaesthesia, 
whether one drug is preferable to another, or whether 
they need be used at all. 

I gratefully acknowledge the assistance and encouragement of 
Professor W. W. Mushin during the preparation of this review. 
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NEONATAL BLOOD PRESSURE IN 
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DELIVERY, AND CONDITION 
AT BIRTH 
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Obstetrics and Gynaecology and the Sherrington School 
of Physiology, St. Thomas's Hospital, London 


This paper compares the average systolic blood pressure 
at birth of groups of infants differing in various respects. 
It also describes the course of the pressure during the 
first few months of life. 


Method and Material 


The systolic blood pressure was estimated by palpating 
the brachial artery below an inflatable cuff. The cuff was 
2.5 cm. wide, as recommended by Robinow et al, (1939). 
The artery was palpated in the antecubital fossa—this is 
more reliable than palpation of the radial artery. The 
average of two or three readings, taken with the child quiet, 
was recorded. Pressures were measured within an hour of 
birth and often much sooner. Further measurements were 
made on the first, third, and ninth days after delivery, at 
3 and 6 weeks, and at 3 and 6 months. 

Most of the neonatal pressures were measured by one 
observer, and the later pressures by the other, but there 
were frequent opportunities for cross-checking. There was 
always good agreement. 

Initially, all cases in which one of us could record the 


pressure within an hour of delivery were included, Later 
only abnormal cases were studied. For analysis the infants 
were divided into groups as described in the results. The 


groups are mutually exclusive. 


Results 


Unless otherwise stated, the figures quoted are the mean 
of all the readings in a group, and significance has been 
calculated by the t test. 

Normal Deliveries 

No Anoxia.—There were 54 normal pregnancies and spon- 
taneous deliveries in the series. The mean systolic pressure 
rose slowly from 69 mm. Hg at birth to 93 mm. Hg at 6 
months; the rise was most rapid during the first month 
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(Fig. 1, Table I) The results were analysed to determine 
what effect drugs given to the mother during labour had 
on the neonatal blood pressure , the administration of mor- 
phine, pethidine, and barbiturates was without influence 
upon the values obtained 
w (mm. Hg) 
5 
B 90 
w 
80 
8 
70 
ee § 
= 60] ™ e 54 NORMAL DELIVERY 
= . » 36 TOXAEMIA of PREG. 
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< x 14 FOETAL DISTRESS 
o 17 CAESARGAN SECTION 
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Fic. 1.—-Mean arterial blood pressures at birth and during the 
first few months of life (Normal intants.) 
Tanie Normals (84 Babies) 
Mean Systolic 
Age Pressure (mm. Hg) $.D 
Birth 69 6 
| day 70 5 
3 days 72 6 
> 73 6 
3 weeks 77 5 
6 78 3 
6 9) 
Taste Il.—Neonatal Asphyxia (14 Babies) 
Mean Systolic 
Age (mm. He) P 
Birth ; ooo! 
day 62 4 
3 days 6s 4 0.00! 
w 68 5 0-01 
} weeks 74 5 
80 7 
months 83 
9 4 


Foetal Anoxia.—There were 14 cases of anoxia which were 
classified as “ white asphyxia.” In each case one of us was 
present at the delivery and measured the blood pressure as 
All these cases were either of spontaneous 
or of forceps delivery. Table II shows that the mean systolic 
pressure 53 mm. He at birth—is lower than in normal 
babies at birth, the difference, P>0.001, being highly signifi- 
cant. It is also shown that this pressure remained significantly 
lower than normal until discharge, but was within the 
normal range by 6 weeks. One of the infan‘s included in 
this series, with a mean systolic pressure of 50 mm. Hg, died 
soon after birth. 


soon as possible 


Abnormal Deliveries 


Breech.-The blood pressure was measured in six breech 
deliveries only ; one of these was also premature, and died 
on the second day The mean systolic pressure at birth 


fell in the lower range of the value for normal deliveries, 
but was normal within three to five days 

In this group there were cases of both “ low 
but none of “high,” forceps delivery. 


I orceps 
and “ medium,” 
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Taking the whole group, the mean systolic pressure at birth 
was 65 mm. Hg, which is not significantly lower than that 
of babies born spontaneously. The systolic pressure in these 
cases remained slightly but not significantly lower than 
normal until the third week. 

Caesarean Section._-In these cases the mean systolic pres- 
sure at birth was 58 mm. Hg, significantly lower than in 
normals. In most of them the infant was, to all appear- 
ances, in good condition and there was no correlation be- 
tween the blood pressure and the time taken for respiration 
to be established. The pressure rose during the first day, 
but tended to remain lower than in spontaneous deliveries 
for three months; the difference, however, was not signi- 
ficant after three weeks, The caesarean sections were done 
for a variety of reasons, the majority being eleciive. 


Abnormal Pregnancy 
Pre-eclamptic Toxaemia.—The criterion for inclusion in 
this group was that two of the following signs must be 
present in the mother: oedema, albuminuria, or blood 
pressure of 140/90 mm. Hg or more. None of the babies 
in this group were included in any of the other groups, and 
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Fic. 2.—Neonatal systolic pressure in relation to birth weight 


(Premature infants.) 


the deliveries were both normal and abnormal. The mean 
systolic pressure of all babies born of toxaemic mothers was 
62 mm. Hg, significantly lower than that found in the 
normal neonate. If, however, the method of delivery is 
taken into account and the blood pressure in each 
group normal, 
caesarean section, 
and forceps — in 

the presence of L 
pre-eclamptic 
toxaemia is com- 
pared with that in 
the corresponding 
groups. without 
toxaemia discussed 
above, there is no 
significant differ- 
ence. Pre- 
eclamptic toxaemia 
therefore does not 
influence the neo- 
natal blood pres- 
sure, and the lower 
mean value ob- 
tained for the 4 

whole group is due 30 35 40 
to the inclusion of MATURITY AT BIRTH (WEEKS) 
babies born by 
caesarean section. 
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3.—Neonatal systolic pressure in re- 
lation to maturity. (Premature infants.) 
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Premature Infants 


This group contains all infants under 5} Ib. (2.5 kg.) birth 
weigtit, irrespective of the expected date of delivery. The 
systolic pressures that were recorded ranged from 35 to 
70 mm. Hg, with a mean of 54. The lower end of the 
range was recorded in two infants who survived only three 
days, and it should also be noted that one infant with a 
pressure of 50 mm. Hg died on the first day. As shown 
in Figs. 2 and 3 the systolic pressure at birth was related to 
birth weight but not to maturity. 

The premature infants attained values not significantly 
different from those of full-time infants by the third month, 
and the highest pressure recorded in any infant, 105 mm. 
Hg, at 6 months was in a prematurely born infant with a 
pressure of 50 mm. Hg at birth. 


Twins 
There were four sets of twins in this series. Where one 
was anoxic it had the lower blood pressure ; for instance, 
in one set of twins the first baby born did not breathe for 
five minutes and had a blood pressure 25 mm. Hg below 
its sibling, who breathed spontaneously at once. 


Discussion 


The method of palpation which has been used to measure 
the mean systolic pressure of the newborn is simple and 
reliable and gives readily reproducible values suitable for 
comparison, Woodbury, Hamilton, and Robinow (1938) 
found that there was a close correlation in infants between 
the mean systolic pressure measured by an intra-arierial 
needle in the umbilical artery and by palpation of the 
brachial artery only when a 2.5-cm. cuff was used. The 
method also compares well with the flush method, recent], 
assessed by Reinhold and Pym (1955), Sullivan and 
Kobayashi (1955), and Forfar and Kibel (1956), but is some- 
what easier. 

The systolic pressures in this series are higher than those 
stated by most previous investigators, but are similar to 
those found by Robinow et al. (1939), whose values ranged 
from 60 to 80 mm. Hg, and by Schaffer (1955), who used 
an impedance plethysmograph to record pulsation distal to 
an occlusion cuff 4 cm. wide; his values for systolic pres 
sure ranged from 52 to 102 mm. Hg, but nowhere does he 
state at what time after birth the measurements were 
made. 

The low readings obtained before the simultaneous com- 
parison of the cuff method with direct intra-arterial punc- 
ture by Woodbury er al. were probably due to the wide cuff 
used, for a width of at least 4 cm. was the standard size 
for babies under 1 year of age (White House Conference, 
1932). Balard (1912) using a Pachon oscillometer, found 
values of 55/35, and Reis and Chaloupka (1923), using a 
6-cm. cuff and palpation, found values of 43 mm. Hg (range 
32-58) on the first day, rising to 78 mm. (52-94) by the 
tenth day. 

The effect of the different conditions prevailing at birth 
upon the neonatal blood pressure was studied by Reis and 
Chaloupka and by Bowman (1933). The former included 
in their series three toxaemic pregnancies, and found that 
this condition had no effect on the systolic pressure of the 
newborn ; this is in agreement with our own findings and 
those of Brasch (1949). Reis and Chaloupka also concluded 
that the more trauma to which the head was exposed 
that is, the higher the forceps applied—and the larger the 
head, the higher would the blood pressure be. In two 
caesarean sections no effect on the blood pressure was 
noted, but there is no record at what interval after delivery 
these recordings were made. Bowman found in “ cerebral” 
babies that the pressure was higher than normal, and was 
lowered by lumbar puncture. We were uncertain what was 
meant by this term, but if those cases emitting a “ cerebral” 
cry are indicated, then in our series a lower systolic pressure 
than normal was found. 
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Summary 
Palpation of the brachial artery below a 2.5-cm. 
inflatable cuff was used to measure the neonatal systolic 
blood pressure. The normal mean systolic pressure at 
birth was found to be 69 mm. Hg, rising to 93 mm. Hg 
at 6 months. Foetal anoxia and abnormal forms of 
delivery such as caesarean section caused a significant 
lowering of systolic pressure at birth ; the blood pressure 
of these babies recovered to normal levels within a few 
days. Drugs given to the mother before delivery and 
pre-eclamptic toxaemia had no effect on the neonatal 
systolic pressure at birth. The systolic pressure of 
premature babies was lower than that of full-term 

infants and was related to weight. 


Our thanks are due to Dr. J. Forest Smith and Mr. A. J 
Wrigley for allowing us to make these observations on their 
cases; to Sisters Gale and Harris and the midwives and nursing 
staff of Mary Ward for their kind help and co-operation; and to 
Professor Henry Barcroft for his encouragement and facilities 
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CONGENITAL SPINAL PALSY 


BY 
D. F. ELLISON NASH, F.R.C.S. 


Surgeon, St. Bartholomew's Hospital, London; Sydenham 
Children’s Hospital; and Heritage Hospital, 
Chailey, Sussex 


With the reduction of infant mortality and of deaths 
from intercurrent infections in early childhood, many 
children are surviving with severe congenital deformities 
of a degree which has not hitherto formed a major 
clinical or social problem. The medical profession and 
the educational world are now fully aware of the needs 
of the cerebral palsy group, but surprisingly little atten- 
tion has been paid to those afflicted with paraplegia in 
minor or major degree, from interference with the spinal 
cord. These for the most part are infants with spina 
bifida, usually but not always with a meningeal hernia. 
There are some with compression lesions of the cord 
due to severe deformity of the vertebral column and a 
few with permanent damage from birth injury or 
infective myelitis. 

This paper is concerned primarily with the spina 
bifida palsies (Fig. 1). In the general run of surgical 
practice there are two distinct groups. The one is occult, 
said to be very common and alternately blamed and 
exonerated as a cause of wet beds in the lives of other- 
wise innocent children. Careful examination of some 
of these occult cases exposes a neurological abnormality. 
In some, micturition symptoms arise at or after 
adolescence owing to the development of uterus or 
prostate. 

The second group is cystic. Where the cyst is a simple 
meningocele there is sometimes no cord or nerve 
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bi Complications of spina bitida 
involvement, though it is impossible to make such an 
assertion until the child has passed puberty and 
developed normal genito-urinary function. This second 
group is, however, largely that of the paraplegic 
incontinent cripple, who may be snatched from the jaws 
of death in the neonatal months, only to be delivered 
over to the tragedy of an expanding head or, in the past, 
to a life of social exclusion amid the fumes and filth 
of double incontinence and trophic ulcers. Deaths from 
this condition account for one-third of all infant deaths 
from congenital deformities. 


Incidence, Mortality, and Survival 


Over the last fifteen years for which statistics are available 
(1939-54) infant mortality in England and Wales has tallen 
from 50.57 to 25.42 per 1,000 live births. This represents a 
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Fic. 2.-Infant mortality rates (per 1,000 live births) England and 
Wales, 1939-54. (Logarithmic scale.) 


reduction by one-half. The total number of deaths under 
the age of | year due to congenital malformations has 
dropped from 3,672 (5.93 per 1,000 live births) to 3,166 
(4.69 per 1,000 live births) (Fig. 2). The infant deaths from 
spina bifida have fallen from 1,148 to 967 (Fig. 3). The 
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Fic. 3.—Infant deaths due to spina bifida (under | year) England 

and Wales, 1939-54. The broken line indicates the number of 

deaths from spina bifida which would have occurred if the infant 

mortality rate had remained at 1.9 per 1,000 live births—i.e., the 

average rate for 1940-4 (see Fig. 1). The shaded area therefore 

represents the probable salvage of severe cases which has occurred 
in the latter years. 


lowest number (727) was in 1950. This striking reduction 
might at first seem due to postponement of death by anti- 
biotics and improved care. It will be seen, however, that 
the deaths in the older age groups have not risen. It seems 
likely that an average of 450 to 500 severe cases are being 
salvaged each year, these representing the group of children 
who would have died before the antibiotic era. 

A statistical survey of this and associated congenital 
defects in the central nervous system was reported by Record 
and McKeown (1949) from an exhaustive inquiry in the 
Birmingham area. 


Clinical Experience and Management 


The children who have formed the basis of my experience 
with this disability over the last ten years have come through 
three main channels. First, a small number have been 
referred in the neonatal period for an opinion on account 
of the meningocele. Second, there has been the ambulant 
group referred on account of urinary incontinence ; many 
of these have come from orthopaedic colleagues in various 
centres. The third and most severe group is made up of 
those cases admitted to long-stay hospitals with which I am 
connected. A personal series of 65 survivors is under super- 
vision. By and large, they represent the back-log of patients 
who would have been spared much of their disability if our 
present knowledge had been widely available ten years 
ago. 

The management of these children is entirely different 
from that of the adult paraplegic whose disability has been 
acquired from disease or injury and who has a background 
of experience on which to build his recovery. The con- 
genital paraplegic has never known leg movement, never 
“felt his feet.” knows nothing of touch or pain below the 
groins, and has no pelvic visceral sensibility: there is no 
past experience on which to build new skills and adaptations. 
Ocular and vestibular mechanisms have not known the 
vertical position, and may have no spino-cerebellar pathways 
to co-ordinate their actions. Hitherto in the more severe 
cases of spinal palsy the subjects have passed through a 
period of devoted maternal care and have found themselves 
in the hands of orthopaedic surgeons when the normal 
walking age has been passed. Opportunities have been lost 
and secondary deformity is often grotesque. Early death 
from urinary infection or osteomyelitis has been common 
and the problem of school accommodation has not been a 
major one. Orthopaedic surgeons have been hesitant in the 
use of active corrective measures. 

Suggestions concerning management of the various dis- 
abilities are put forward in the full recognition of the very 
wide range of disability that may occur. Each case requires 
careful analysis in respect of each deficiency. 


— 


= 

| 


Dec. &, 1956 


The Primary Defect and its Treatment 


There is little certainty about the aetiology of this 
condition, but the primary defect is a herniation of the spinal 
meninges with or without cord or nerve-root involvement 
The extent of the bony lesion is very variable. Aetiology 
and pathology of this and associated primary defects in the 
central nervous system are fully described by Morison (1952) 
and Cameron (1956) 

Hydrocephalus is commonly associated with spina bifida, 
and the two conditions may have a common origin in the 
failure of development of the cerebrospinal fluid absorption 
mechanism, the spinal anomaly then arising as a “ blow-out.” 
The canal closes cranio-caudally so that the most common 
site for the defect would on this hypothesis be in the lumbo- 
sacral area, as is indeed the case. Spina bifida occulta, with 
no backward protrusion, may also be associated with nerve 


defect ; sometimes the site of neural arch involvement is 
marked by a port-wine stain on the skin, or by a tuft of 
hair. 


A considerable number of fatal cases are found to have 
Arnold-Chiart deformity. In these cervical and thoracic 
regions minor meningoceles occur, but there is only very 
occasional nerve involvement in these. In the lumbar and 
lumbosacral region, where the defect is most common, even 
a small gap may be associated with quite severe involvement 
of the spinal nerves. If the defect extends above the level 
of the second lumbar vertebra there is usually a broad- 
based meningomyelocele, and the condition is more often 
fatal. Meningitis is a rare complication except in those with 
extensive herniation. If a baby survives this ascending infec- 
basal 


tion, hydrocephalus may ensue from meningeal 
adhesions. Operative intervention to prevent infection in 
the more gross cases with a cerebrospinal leak rarely 


prevents death. The survivors therefore are mostly those 
with low lesions and cauda equina involvement. 
Early operative removal is justified only if the meningo- 


cele sac has a narrow pedicle. Even the tumours with a 


moist centre of neural tissue will become covered by skin 
growing in from the edges. Those with a very thin 
transparent epithelium come to no harm if they are 


protected ; the covering skin thickens and often the tumour 
shrinks in the first few months of life, so that no subsequent 
treatment is needed. Small cerebrospinal fistulae close 
spontanously, but a major rupture demands immediate 
surgery. Some of the healed thickened plaques remain very 
sensitive, and excision may be needed, but this should 
be postponed until maximum functional development of 
sphincters and limbs has been achieved. 

With these exceptions, operation upon the tumour is 
avoided. It may precipitate the onset of hydrocephalus or 
aggravate that condition if it is already present. Sterile 
non-adherent dressings are held in place by a padded ring 
made to fit the tumour and prevent pressure. The presence 
of this lump in the lumbar region prevents the child sleep- 
ing on its back, and because of this continued lateral posture 
the natural inclination is for the hips and knees to become 
fixed in flexion. Protection later on can be provided by 
half a child’s rubber ball, perforated at several points to 
allow ventilation. A large coffee-strainer with the handle 
removed is a more rigid guard, and can be fixed in position 
over a disk of adhesive felt. Very exceptionally a large 
and cumbersome tumour may require excision ultimately 
and a cerebral posterior decompression or coelomic drainage 
may be needed to prevent hydrocephalus (see below). 


Associated Hydrocephalus 


Spina bifida cystica may occur in association with hydro- 
cephalus as a double primary anomaly. Such cases usually 
exhibit cranial enlargement at birth, and this is rapidly 
progressive. Hydrocephalus may arise during the first year 
from a mild arachnoiditis which either tethers the cord or 
interferes with the normal cerebrospinal fluid circulation at 
the base of the brain. Macnab (1954) recorded that 23 out 
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of babies with spina bifida cystica and progressive 
hydrocephalus gave evidence of the progression by the fourth 
month of life. 

In many cases the hydrocephalus seems to be arrested 
spontaneously, so that intervention can be justified only in 


27 


the presence of rapidly increasing head measurement. 
Operative relief of the intracranial pressure has been 
attempted in various ways (Jolly, 1955; Macnab, 1955). 


The most satisfactory method appears to be the formation 
of a fistula between the theca and the peritoneum by means 
of a “ polythene ™ tube. 

Radiographic air studies may be advisable to assess the 
extent of intracranial damage, but as the presence of a minor 
degree of hydrocephalus does not affect the treatment of the 
child the risk of investigation is not justified routine. 
Hydrocephalus seems to bear little relation to intelligence or 
educability. 


as 


Motor Defect 


A child’s motor ability is affected in three ways. First, 
by direct interruption of the motor axons by spinal cord 
or cauda equina damage This represents the permanent 
and irretrievable loss. Macnab and Cameron (Macnab, 
1954) showed from examination of the post-mortem material 
that myelinization of the distorted cord was delayed or 
incomplete : this would explain the relatively late appearance 
of movements in limbs which have been previously found 
completely flaccid. This possibility of late development is a 
further reason against early operative intervention for 
removal of the spinal tumour. There is little doubt that 
many children have been operated on prematurely and have 
thus been deprived of useful leg movement. 

Second, there may be, as an associated primary defect, 
congenital dislocation of one or both hips. Pathological 
dislocation may occur subsequent to pelvic muscle paralysis 
In the past the hip lesions have been regarded too lightly 
by orthopaedic surgeons, and the untreated dislocation has 
contributed materially to the overall disability. Every 
effort should be made to maintain leg length and prevent 
persistent dislocation. 

Third, paralysis and dislocation if untreated lead to the 
development of severe muscle contractures, particularly of 
psoas, rectus femoris, and hamstrings. Dislocation of the 
hips may actually result trom adductor and psoas 
contracture. Foot deformities should be manipulated and 
splinted, great care being taken to avoid pressure sores. 
Though much can be attained by late correction, 
these deformities should never be allowed to occur. 

In older children where neglected deformity makes 
balance and ambulation impossible, excision of joints may 
be necessary to produce a flail limb during the growth 
period. Arthrodesis of the foot at the appropriate age may 
also be called for. A defeatist attitude must not be allowed 
to develop. Urinary incontinence may interfere’ with 
ambulation and with orthopaedic appliances, and it must be 
dealt with appropriately (see below), 


Sensory Defect 


The distribution of cutaneous and deep anaesthesia is 
very variable. There may be no detectable sensory loss on 
clinical examination but the rectum and urethra may never- 
theless be anaesthetic, with subsequent constipation and 
retention of urine. “Saddle” anaesthesia leads to the 
development of deep sores over weight-bearing points at 
the ischial tuberosities or great trochanters. The heels and 
malleoli very easily become blistered and penetrating ulcers 
under metatarsal heads lead to. infective osteitis of 
the metatarsal bones. Long-term antibiotic therapy must 
be used if bone infection is present, and penicillin may be 
continued for many months if the organism is sensitive 
(Nash, 1951). Lumbar sympathectomy has an established 
place in the management of children who develop severe 
chilblains, and a really material improvement in circulation 
may be obtained so that trophic ulcers heal. Where there 
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is doubt about the nutrition of the skin and an orthopaedic 


Operation on the limbs is contemplated, lumbar sympathec 
tomy 18 a wise preliminary measure 
If motor power above the knees is satisfactory, a deformed 


and ulcerated foot may be best dealt with by amputation 


Boots and shoes shou ilways have lamb’s-skin Innings 
On the buttocks, thighs, and perineum, ulcers develop 
urinary dermatitis. In the early years of life. when the urine 
is relatively dilute, the normal napkin regime ts adequate 
With a larger child, waterproof knickers ought to be avoided 
but unless the incontinence is adequately dealt with it is 


impossible to prevent the development of sodden ulcers on 
the external genital organs Ulceration over the ischial 
tuberosity leads to necrosis of the underlying fat, which has 
to be excised or be extruded as a slough 


Gentian-violet paint is a surtable hardening antiseptic for 


sores in the saddle area Silicone barrier creams are of 
great value in preventing dermatitis ind eliminating 
‘chapping “ of the skin on the adductor areas of the thigh 
The liberal use of silicone creams on the pressure pomts ol 


bedridden patients greatly diminishes the risk of trophic 


ulceration (Bateman, 1956) 


Urinary Tract 

With spina bifida there is a frequent association of con 
genital abnormality in the urinary tract The one may 
affect the other 

Reduplications, misplacement, malrotation, fusion (the 
horseshoe kidney), or agenesis of one side may be found 
The presenting symptoms may be due to infection super- 
imposed upon such primary anatomical defects. Nevertheless, 
the urinary symptoms, and indeed the infection, are usually 
due to the neurogenic disturbance of the micturition 
mechanism 

In cord and cauda equina lesions the alterations in 
bladder mechanism are both sensory and motor. With spina 
bifida there is no clear-cut transection of the spinal cord, 
nor is there any segmental correspondence between the 
sensory and the visceromotor loss. If the urethral sensation 
is defective or the sensation of bladder-wall stretch is absent 
then there will be neither the impulse to start micturition 
nor the ability to control a regular flow. If the detrusor 
muscle lacks adequate innervation, or if there is imbalance 
between the main detrusor and that part of it which forms 
the bladder-neck muscle, there ts retention This retention 
can occur in the presence of a grossly hypertrophic bladder 
or with one in which the detrusor is thin and multiple 
diverticula are present 

Paralysis of the external sphincte' leads to complete m- 
continence if there is no obstruction of the bladder neck 
Varying degrees of sphincter dysfunction are found, and the 
net result of any of these is that the child is incontinent. 
whether with dribbling micturition or with retention 
overflow 

It is difficult to assess the degree of involvement of either 
vesical or rectal innervation in the infant. The most vital 
requirement is that the bladder should empty adequately 
In the first few years of life, when urinary incontinence is 
acceptable, the clinician’s duty is to treat and prevent 
infection, having made quite certain that there is no 
significant residual urine—that is, not more than 2 oz. (57 ml.) 
at the age of 5. Fortunately, the automatic function of the 
infant bladder seems to be preserved even in those most 
severely affected; but after the first year many of the 
children develop progressive retention The subsequent 
back-pressure effect on the upper tract is the complication 
which has proved to be fatal so often in the past 

So far as survival is concerned, therefore. the care of 
the urinary tract 1s of paramount importance. It is tecessary 
in every case to undertake a complete investigation of the 
urinary tract by excretion pyelogram and by instrumentation 
The measurement of the residual urine must be performed 
at regular intervals and the blood urea estimated at the same 
ume Tests for renal function, apart from the assessment 
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of the specific gravity of the urine, are apt to be misleading, 
and the urea-clearance test is useless if there is significant 
dilatation of any part of the tract or any residual urine. 
After investigation it is found that the cases fall clearly 
into one of several groups : (1) complete incontinence, with- 
out residual urine ; (2) complete or intermittent incontinence, 
with a small volume of residual urine; this may be 
managed satisfactorily by manual expression and = anti- 
infective measures; and (3) retention with overflow 
incontinence usually there distinctive back-pressure 


change in the urinary tract. 


Surgical Measures 

Resection of the bladder neck or suprapubic catheter 
drainage is necessary for the relief of obstruction. Resection 
in girls often leads to vesico-vaginal fistula and total 
incontinence. Suprapubic drainage is never very satisfactory, 
as infection is always severe and leakage common. Pudendal 
neurectomy is sometimes an alternative or additional 
procedure to resection of the bladder neck. The control of 
incontinence—primary in group 1, or following surgical 
intervention in group 3 cases -is now possible in every case 
Penile urinals are sometimes satisfactory but always 
hazardous. Special designs are available to lessen the risk 
of ulceration. Urethral plication in the male—an operation 
orginally designed for post-prostatectomy incontinence—has 


been used with complete success in several cases. 


lieal Bladder 


The use of an isolated ileal loop to form an ileo-cutaneous 
ureterostomy has completely changed the outlook for the 
incontinent girls, and for the boys when other measures have 
failed 

Valuable contributions to the problem of incontinence 
have been made by those who have pioneered the use of 
an isolated ileal segment as a bladder (Annis ef al. 1954) 
Bill et al. (1954) and Pyrah (1956) have described the use 
of this operation in cases of spina bifida 

The two ureters are detached from the bladder and implanted 
into the pelvic end of a loop of ileum which hangs on its 
mesenteric segment below the normal ileal mesentery. Continuity 
of the bowel ts restored by end-to-end anastomosis and the distal 
end of the isolated urine-bearing segment ts delivered through the 
abdominal wall in the right iliac fossa. Its end is everted to form 
1 mucosa-covered spout, over which is mounted, by an adhesive 
patch, a light flanged latex ileostomy (Rutzen) bag. A tap is 
fitted to the bottom of the bag 

I have now used this technique in 10 cases. The improve- 
ment in the general health and well-being of all these young 
patients has been dramatic and most gratifying. Urinary 
infection is practically eliminated. The operation carries 
considerable immediate post-operative risk, but the later 
hazards are much less than those of persistent incontinence 
with or without back-pressure The result is complete 
freedom from urine contamination, The genital ulcers heal 
and ambulation is greatly simplified. Three of these child- 
ren have been able to return to ordinary day schools, 
travelling in buses and caring for themselves. One girl 
died six months after operation. She had long-standing 
severe pyelonephritis and an Arnold-Chiari brain defect. The 
others, some with severe orthopaedic deformities, are still in 
hospital schools or attending special schools from their 
homes ; two adolescents are at work. They are well, and 
are very pleased with their new freedom. 

I consider that the introduction of this operation has 
revolutionized the prognosis for the unfortunate victims of 
this condition. Spinal palsy has taken a new turn towards 
becoming a disease in which there is a reasonable possibility 
of good education, adaptation, social acceptance, and 
employment. 


Bowel Control 


The initiation of rectal contraction in the infant is entirely 
reflex. Later, under voluntary control it is stimulated by 
the rise of abdominal pressure produced by straining. In 
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spinal palsy there is impairment of the sensory side of the 
reflex are and constipation is the rule. 

Unless the stool is soft or fluid, incontinence does not 
occur even in the presence of sphincter impairment. On 
clinical examination of cases of spina bifida, the anus is 
found to be patulous in almost all cases. Nevertheless a 
certain degree of voluntary control exists in some, and this 
seems to depend largely on the acquisition of habit and the 
ability to defaecate by abdominal straining. Any gastro- 
intestinal disturbance such as occurs with infective diarrhoea 
or dietetic upset leads to incontinence: such a disturbance 
usually produces colic, and the patient is therefore aware 
of what is likely to happen, although once the irritation has 
reached the rectum there can be no further warning; 
uncontrolled defaecation is then inevitable. 

The principal difficulty in the management of these child- 
ren is that they suffer from faecal impaction. As the result 
of this they may in fact be incontinent, but it is an overflow 
incontinence and can be entirely eliminated by regular 
enemas until habit evacuation is restored. The use of 
“ aerosol OT” by mouth (2%, 4 ml., increasing as required) 
or as a retention enema helps in the dehiscence of these 
faecal masses. If the impaction is troublesome the use of 
small quantities of paraffin emulsion is justified ; but, even 
in moderate dosage, leakage may occur, and under no cir- 
cumstances should non-emulsified paraffin be used. 

No case in my series has failed to respond to this training. 
Faecal incontinence should therefore not be accepted: its 
occurrence—except as a rare incident—is a reflection on 
those responsible for the management of the child. Weak- 
ness of levator ani might be expected to result in rectal 
prolapse, but I have never seen this. The absence of this 
complication may be due to the fact that sensation is 
impaired and therefore there is no straining. Colostomy is 
never indicated and can only add to the misery. In the 
older children and adults, if a particular social occasion is 
causing anxiety from fear of faecal incontinence (particularly 
in those individuals whose bowel responds to emotional 
stress), the judicious use of codeine compound tablets will 
give adequate constipation and security. Glycerin supposi- 
tories are an adequate stimulus to evacuation of the bowel 
in some children, and I have found that over a period of 
months the mother discovers what is most suitable to achieve 
regular action and reliability. There is no fear of producing 
abnormal psychological states by treatment, as the sensory 
loss is such that erotic stimuli cannot occur. 


Education 


The educational deficit begins to build up in the toddler 
period, since normal childhood experiences dire denied to 
those who are unable to walk and mix with other children. 
There is a natural tendency to over-protection on the 
mother’s part which always accompanies such disability ; 
many of these children are extremely sensitive and lack the 
fibre of physically normal children of the same age group. 
When the child might normally be attending a day nursery, 
or even primary school, accommodation is not always 
available, or the mother may not be willing to allow the 


child to travel in the school bus. Repeated ulceration, 
urinary infection, and other complications result in an 
intermittent school attendance even in those for whom 


accommodation and adequate provision are made. Similarly, 
in residential schools, unless there is scrupulous care to 
prevent the occurrence of trophic ulceration, the same set 
of disabilities arises and results in loss of school time. The 
necessarily more boisterous and less protected life of school- 
going children may prove too tough. 

Hard chairs and lack of really individual supervision make 
life in an ordinary general school for physically handicapped 
children particularly hazardous for the incontinent 
paraplegic. There is a good case to be made out for 
schools specially set apart and equipped for this type of 
child. While the aim must always be that a disabled child 
is able to live in its own home and attend a day school if 
social conditions permit, it is quite clear that with these 
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severe and complicated disablements it is often very much 
better for the child to be in a special residential or hospital 
school. Here the advantages of clinical improvement and 
continuous education far outweigh the disadvantages of the 
child missing its normal home life. It is of course essential 
that units dealing with this as with other types of disabled 
children should be small enough for there to be something 
of a family spirit to replace what the child misses by 
absence from its own home. Maladjustment is a rarity, 
probably because of the naturally sheltered existence which 
these children lead. 
Discussion 

The changing pattern of child disablement in the last two 
decades has resulted in a tremendous reduction in the number 
of children with tuberculous or pyogenic bone and joint 
infection. Disability from poliomyelitis is still with us, but 
is probably now of transient interest so far as future hospital 
and school provision is concerned. 

With the reduced mortality in the past ten years we can 
assume the survival of large numbers of infants severely 
affected with congenital spinal palsy. The slight increase of 
infant deaths from spina bifida in the last three vears (some 
200 more deaths) may be due to more successful obstetrics 
and the initial survival of babies who might previously have 
been stillborn. 

This special group of disabled children is now accumulat- 
ing in our special schools and many cases are still being 
cared for in their own homes. It is impossible to assess 
accurately what additional hospital and school accommoda- 
tion may be necessary. There is little doubt that the 
accommodation for the adolescent paraplegic with a very 
severe handicap is inadequate. 


Summary 
The significance of congenital defects of the spinal 
cord is emphasized as a growing social problem. The 
implications in relation to the varied disability pattern 
are outlined, particularly in relation to urinary and 
faecal incontinence. Practical measures are suggested 
upon which a programme of clinical and educational 


management should be built for each child. Surgical 
procedures include lumbar sympathectomy, urethral 
plication, resection of the bladder neck, and ileo- 


cutaneous ureterostomy. Particular emphasis is placed 
upon the necessity for early and continuous supervision 
to prevent sequelae which have in the past eliminated 
these patients from commercial life and useful employ- 
ment. 

No attempt has been made to deal in detail with any 
one aspect of this complex problem but to focus atten- 
tion on the need to integrate all our resources in the 
interests of this group and to emphasize the major con- 
tribution which can be made by both urological and 
general surgery. Corrective orthopaedic measures which 
are so ably applied in many cases have in the past been 
withheld from others because of the apparent hopeless- 
ness of the child’s condition as a whole. This despondent 
attitude on account of urinary and faecal incontinence is 
no longer justified. 

I must pay tribute to the devotion and care which has been 
shown by nursing staffs concerned in the management of my 


patients in this group, and I acknowledge in particular the help 
and interest of Dr. P. Quibell. 
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Phenoxymethyl penicillin (penicillin V) is stable at acid 
pH (Brandl et al., 1953) and has therefore seemed 
especially suitable for oral use ; in adults by this route 
it has given both higher blood levels and higher urinary 
excretion than equivalent amounts of benzylpenicillin G 
(Wright ef al., Juncher and Raaschou, 1955) 
Oral penicillin is of established value (Denny, 1954) in 
continuous prophylaxis against streptococcal infection 
in rheumatic fever cases, and would be valuable in the 
treatment of group A streptococcal respiratory infections 
if adequate levels could be attained. We have therefore 
investigated blood levels in children following oral 
administration of penicillin G and penicillin V, with a 
view to using the latter in prophylaxis of rheumatic fever 
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lablets, prepared for oral use, contained either 
200,000 units of benzylpenicillin G, or 120 mg. of peni- 
cillin V (free acid) These amounts are practically 
equivalent by iodometric titration and in bactericidal 
potency (Wright ef al., 1955). These tablets were given 
to children convalescent from rheumatic fever either 
before or after food with a little water. 


Pian of Investigation 


Investigation.—Two children received peni- 
cillin on two consecutive days each week. On the first day 
one child received penicillin G and the other penicillin V. 
On the second day the drugs were reversed. In the first 
week the tablets were given half an hour before lunch, in 
the second week half an hour after lunch 


Preliminary 


Main Investigation.—Two pairs of children were investi- 
gated on two consecutive days each week for four weeks 
in a similar way, except that the “ before lunch” tablet was 
given one hour before lunch. In the first week both children 
in a pair received tablets before lunch, and had penicillin V 
one day and penicillin G the other. The following week 
the same scheme was followed, but the tablets were given 
after lunch. The third week was like the first, the fourth 
like the second. In two pairs of children this gave 32 
administrations of penicillin 

Penicillin Blood Levels.—Blood samples were taken at 
intervals of one, three, and five hours after oral administra- 
tion of penicillin. They were obtained by ear-prick, and 
yielded up to 0.2 ml. of serum, which was rapidly separated 
and stored at —20° C. until assay next day 
Method.—The penicillin content was determined 
by Fleming and Smith's (1947) capillary tube method. using 
phenol-red serum glucose medium for serial dilution, and 
a strain of group A haemolytic streptococci (type 4). The 
penicillin content of the serum was assayed from the highest 
dilution of serum inhibiting growth. A solution of peni- 
cillin G sodium salt in normal serum containing 1 unit per 


Assay 


— 


mi. consistently inhibited growth at a dilution of 1 128 by 
this method. Results were expressed as serum titres, and 
the logarithms of these were used in analysing the results. 


Results 
The preliminary investigation (Table 1) suggested little 
difference between penicillin G and V in their respective 
blood levels after one hour, nor did it indicate any advan- 
tage relating to administration of the drugs before or after 
food. At three and five hours penicillin V seemed to be 
rather better than penicillin G. 


I—Serum Titres in Preliminary Investigation of Two 


TABLE 
Children Receiving Penicillins G and V by Mouth 


| 
Penicillin G | Penicillin V 


Sex| (200,000 Units) (120 mg.) 
Age | Refore Food| After Food | Before Food | After Food 
(1) 32 (3) 16 (2) 64 | (4) 8 
} 
i M 7 4 4 4 | 2 
0 | 0 a x 
(2) 64 | (4) 32 (1) 64 (3) 32 
2 F 6 f 4 4 a 2 
? 0 0 0 


| 


Each set of three titres represents (from above down) blood samples taken at 
one, three, and five hours after administration of penicillin Titres with the 
same pretix in brackets are those obtained in tests carried out on the same day. 


Figs. 1, and 3 show the mean blood levels derived 
from the sum of the preliminary and the main investiga- 
tions (Table II), and Fig. 1 shows the wide scatter of the 
individual mean in each child at the first hour after admini- 
stration. At one hour after administration (Figs. 2A and 
3A) the graphs show little advantage in level in giving 
penicillin before rather than after food, and an apparently 
better mean blood level at three hours, when the drugs 
were given after food. Figs. 2B and 3B show the main- 
tenance of a reasonable mean blood level at three and five 
hours after penicillin V ; after penicillin G the blood levels 
at these intervals are much lower. 

These apparent differences, as found on inspection, were 
tested by an analysis of the variance of the main investiga- 
tion (Table ID, the factorial nature of which permitted an 
assessment of significance of the variance of each factor— 
patients, type of drug, effect of relation to food, differences 
due to replication, and the interactions of these main factors. 


MEAN PENICILLIN LEVELS IN 6 CHILDREN 


X Mecns of & samples 


Penicillin Semm Log 
4 
0,500 (sh 1.8 | (40 experiments ) 
ly 
0.250 32 1.5 7 ? 
0,125 16 162 8 
4 
0,062 0.9, 
' 
| 
4 | 
0.031 0.6 g ‘x 
| 
0,015 2 0.34 | g 


thr, Shrs,. Shre. 

Fic. 1.—Penicillin blood levels in six children one, three, and 

five hours after penicillin G and V tablets by mouth. At each 

time interval each point is the mean of all estimations in each 

child, whether after penicillins G or V, or whether given before 
or after food. 
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The analysis of variance is shown briefly in 
Table II]. From this it appears that, taking 
levels one hour after administration of 
penicillin, considerable differences are found 


@—@ Pmicillin 
> qpendinn? between patients, and even greater varia- 


MINISTRATION FORD 4 APTER FOOD 


Mean Penicillin Levels 


"efore Fou. 
O-O After Pool, 
ss tions in replications in the same patients. 
There is no great difference between levels 
given by penicillin G and penicillin V_ re- 
spectively, but the levels reached by giving 
the tablets half an hour after food tend to 
be better than those after administration one 
hour before food. Although the overall 
difference between penicillin G and V is not 
significant, the highly significant first order 
interaction between type of penicillin and 
replication shows that some of the difficulty 
in obtaining consistent repetition of blood 
levels at one hour is due to significant differ- 
ences between penicillin G and V, which are 
clearly due to the great variation in rate of 
Fic. 2.—Mean blood levels (from 40 estimations in six children) after penicillin G  “bsorpuon of penicillin V as shown by the 
(200,000 units) or penicillin V (free acid, 120 mg.) by mouth. A. Comparison of | one-hour levels for this drug. 
leveis following administration before and after food (means of combined penicillin In the analvsis of three-hour levels the 
G and V estimations). B. Comparison of penicillins G and V (means of combined . 
“before food” and “after food” administrations). difference between patients vanishes, and 
the levels due to penicillin V become very 


PENICILLIN G AND V LEVELS WHEN ADMONTSTERED:- significantly higher than those of penicillin 
Before Food G, while the effect of relationship to food 


thr. Shre thr. sors, Shre 
hrs. 


now significantly favours administration 
0.500 a 1.84 @—Ormictliinc 4 after food; clearly this applies mainly to 
; ; penicillin V. At this time the blood levels 

0.250 32 54 J in replications are less variable. 

] Discussion 

me oe ) Eight out of 20 blood samples taken one 
: 4 hour after administration of penicillin V 
0.062 (free acid) failed to show detectable peni- 
, 1 cillin, although in all these cases penicillin 
0.031 & 6 J was found in samples taken later. Similar 
4 delay in absorption in 7 out of 30 subjects 
—_— ‘ asl 7 was noted by Wright ef al. (1955), who sug- 
4 gest that this may be due to the decreased 
solubility of penicillin V (free acid) in an 
acid medium. It would not seem to be a 


™ mee serious objection to the prophylactic use of 


4 penicillin V, although it might detract from 
Fic, 3.—Mean blood levels following penicillin G and penicillin y mouth: its value in urgent treatment 
A. Administered one hour before food. B. Administered half an hour after food. Be ie ’ 


(Dosage as in Figs. | and 2.) Better blood levels with penicillin V given 
half an hour after food have been noted by 
TaBLe I1.—Serum Titres in Two Pairs of Children After Jones and Finland (1955), although other workers. still 
Penicillins G and V by Mouth recommend giving it before food (Kaipainen and Hirkénen, 
_ a : In the present investigation, carried out in children, some- 
Age | Before Food | After Food ee After Food what better levels were obtained after one hour with either 
3 Ful oe GQ) 64 | « 0 4) 0 type of penicillin given after food rather than before it. At 
2 three hours, penicillin V gave significantly better levels than 
( 2 2 
although administration after food gave better 
(6) 32 (8) 32 (5) 128 (7) 32 ee 
| 0 4 | 2 2 TaBLe II].—Analysis of Variance of Mean Investigation 
0 0 0 (Calculated on log. Titres) 
| (4)32 0 (3) 64 2 
| 16 | 64 16 Items Mean as. | | Variance P 
0 4 | 8 4 | Square ‘ Ratio 
| (5) 8 (7) 16 (6) 128 (8) a6 Analysis of One-hour Titres 
| 4 0 1-030 | 395 0-05-0-01 
Main 0-475 | | 147 - 102-01 
> tt effects | Food . | O812 | | 1-76 | | 
0 0 2 16 Ist order | xreplica- | 
— —— inter- tions 2-703 1 35 , 0-01-0-001 
(4) 8 (8) 8 @G) 8 (7) 16 action | Error 02175 24 | 
2 2 0 
| 
6 M Il (6) 16 1) (Ss) 0 Patients 0-250 | 1.43 
x= 0 0 0 32 Main GV 3-063 | 1 | 418 0-001 
0 0 4 2 effects Food 1-488 i 291 | 0-01 
= Replications 0476 | 1-65 | 0-2-0:1 
(3) 4 (7) 4 (4) 0 (8) 64 Error | 0-1746 25 | 
| 0 0 0 0 d.f. = Degrees of freedom. t=“ Student's ” t. 
a: A a Note.—Only the variances of main effects and of significant interactions are 
See footnote to Table I. entered in this table. 
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found in the 


between 


icevels, no terms were 


difference 


interaction 
indicate a 


Significant 
analysis of variance to 
pemecillins G and V in this respect 

Ihe chief difference between the two drugs found 
in the blood levels at three and five hours. when penicillin 
V was much more reliable in producing detectable blood 
This small experiment indicates that, in children 
adequate blood levels may be reasonably expected 


was 


levels 
at least, 
up to three hours and possibly up to five hours following 
oral administration of 120 me. of penicillin V (free acid) 
Summary 

Ihe small investigation in children here described indi- 
cates: (1) that penicillm V (free acid) and penicillin G 
given by mouth in equivalent amounts give similar blood 
levels at one hour after administration ; (2) that, never- 
theless, penicillin V may not infrequently show consider- 
able delay in absorption; (3) that three hours after 
administration penicillin V gives higher blood levels 
than penicillin G, and that these may persist, though 
diminished, till five hours ; (4) that higher blood levels 
are obtained when either of these penicillins is given half 
an hour after food than when administered one hour 
before food. 


We are indebted to Dr. E. V. B. Morton for his help. 
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HYPNOSIS IN THE CASUALTY 
DEPARTMENT 
BY 


L. GOLDIE, M.B., Ch.B. 
Registrar, Maudsley Hospital, London 
There is a vast literature on the subject of hypnosis, but 
relatively few references are to be found on its use in 
a general hospital. Michael (1952) obtained a high 
degree of success by the criteria he established for its use 
in childbirth. He used volunteer subjects who were 
given training sessions. In 1946 Sampimon and Wood- 
ruff gave their observations on the use of hypnosis as a 
substitute for anaesthesia in the spectal circumstances of 
1 P.O.W. camp where chemical anaesthetics were not 
readily available. Whitlow (1954) described a rapid 
method for the induction of hypnosis in his clinic, 
where, apart from the method, it may be that patients 
are in the nature of volunteers, as they may choose that 
clinic knowing that hypnosis is used there 

This paper describes the treatment, using hypnosis, of 
unselected patients in the casualty department of a 
general hospital during the month of April, 1954. These 
include only those cases which required an operation in 
the casualty department. Among these were fracture 
cases that would otherwise have been given a chemical 
anaesthetic. After Sampimon and Woodrull’s observa- 
tions it was thought to be of practical value to carry out 
the present investigation, there being occasions when a 
general anaesthetic cannot be given or is not available, 
or some time must elapse before the patient can safely 
receive one 
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The aim of the work was to estimate the practical 
value of hypnosis in the casualty department; to 
evaluate its function as an adjunct to, or substitute for, 
more conventional ways of producing anaesthesia ; and 
to demonstrate a technique that is simple and effective 
with untrained subjects and based on principles that can 
be comprehended and used by patient and operator. 


Method 


Patients were first seen in a small office if ambulant, or 
in cubicles if they had other than minor injuries. Opera- 
tions were carried out in a large room containing an operat- 
ing-table which could be screened off from the rest of 
the room. Patients were placed on the table with as little 
handling as possible. The doctor had one sister or nurse 
standing by to hand him instruments, etc. Only the doctor 
spoke to and handled the patient when once the procedure 
began ; patients were talked into, rather than forced into, 
position and 

The technique used varied in detail from patient to 
patient, but had the following common characteristics. A 
fractured wrist would be gently manipulated and related to 
the x-ray appearances, the patient being held in conversa- 
tion. The patient was asked if he had a “ vivid” imagina- 
tion. Could he visualize going to bed or relaxing on the 
beach on holiday ? Attention was then drawn to the fact 
that one is unaware at different times of various sensations 

for example, until it was mentioned he was not conscious 
of the feel of his clothes on his body or shoes on his feet ; 
if engrossed in a book he might not hear his name called 
or the footsteps of someone who had come close unknown 
to him. It was explained that, in the same way, it would be 
possible to become unaware of the sensations produced by 
the surgical procedure. It was emphasized that resort could 
always be had to a general or local anaesthetic should he 
be distressed in any way. He was asked to be sure to 
intimate if at any time he felt any pain. Some patients 
asked if this was hypnosis, when it would be admitted that 
this was the case. It was stressed that this was a function 
of themselves and required a complete lack of tense effort on 
their part 

Induction was begun by asking the patient to select one 
of a variety of ways of distracting his attention from the 
injured part. If it helped he could picture as vividly as 
possible a scene and a time in which he relaxed, or he 
could concentrate on ensuring that, with each expiration, 
individual and finally all his muscles were loose and com- 
pletely relaxed. Reductions were done as smoothly and 
as gradually as possible. It was found that with children 
this preamble could be abbreviated or eliminated altogether 
in many cases. Very anxious children were, it seemed, 
disarmed by being asked to be sure to say if at any time 
they felt pain, and were told that they were free to choose 
whether or not they kept their eyes open or closed, and, 
within limits, the position in which they wished to remain. 
Apart from the orthopaedic cases it was not found neces- 
sary to produce apparent sleep; the fact that suggestions 
had had an effect could often be inferred from the tears 
and anguish produced by the nurse's injection of antibiotic 
or A.T.S. after an abscess had been incised or a wound 
sutured without any evidence or complaint of pain. 

The youngest patient treated was aged 3! years and 
the oldest aged 57. The following are examples of some 
of the treated. 


immobility. 


cases 


Illustrative Cases 


1. Colles's Fracture.-A married woman aged 27 went 
into a deep sleep in 10 minutes, and was completely flaccid 
whilst the fracture was reduced and the plaster applied. She 
awakened when told to do so, incredulous that the proce- 
dure had been completed. The orthopaedic registrar ques- 
tioned her the next day, when she had no memory of the 
procedure. The fracture healed uneventfully in excellent 
position. 
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2. Internal Derangement of Knee.—An unmarried man 
aged 29 came with his right knee locked painfully in flexion. 
Reduction was attempted by a house-surgeon and a sur- 
registrar. These attempts were unsuccessful, and the 
patient was then hypnotized in 10 minutes. The knee 
reduced readily without disturbing him, He would other- 
wise have had to wait some time before a general anaesthetic 
could be given, as he had recently had a meal. He after- 
wards told me that whilst in the Forces a stage hypnotist 
had unsuccessfully tried to induce him. 

3. Dislocated Shoulder.-A secondary schoolgirl aged 15 
Was extremely anxious and frightened, and induction and 
reduction took 15 minutes. 

4. Fractured Radius and Ulna.—A girl aged 34 had a 
rmid-shatt fracture of both radius and ulna angulated at 
approximately 35 degrees. The child was asked who she 
liked playing with most, and was then told that she would 
go to sleep and dream of playing her favourite game with 
her triend. Within five minutes she went into a deep and 
reiaxed sleep. She groaned once as the bones were re- 
aligned and awakened smiling after the plaster had been 
apphed. On questioning she told her parents that all that 
had happened was that she had had a nice dream. She 
asked if she could come again. When seen by the ortho- 
paedic registrar the next day she still had no memory of 
the procedure. As in all similar cases, she was told before 
awakening that all normal feeling would now return to her 
arm, and when awake she was told to be sure to tell her 
parents if the plaster felt tight or uncomfortable in any 
way. 


gical 


5. Dental Extraction.—This patient was not seen in the 
casualty department, but was seen at the request of the 
dental surgeon as she was a very apprehensive child with 
an infected L’ with alveolar abscess. She had been admitted 
because it was thought that a genera! anaesthetic would be 
necessary to allow the tooth to be extracted, though she had 
had several antrum lavages without one. She remained 
trettul and apprehensive in hospital. At operation she at 
first refused to open her mouth when in the dental chair. 
Alter 20 minutes, with eyes open, she allowed the dentist 
to extract the tooth. After a minute she wiped off some 
blood that had trickled down her chin, and seeing it on 
her hand began to whimper. Later, under a very light 
anaesthetic at another hospital, she had a furthei five teeth 
extracted, and the surgeon, not knowing that hypnosis had 
previously been used, commented on the small amount of 
anaesthetic needed, and the excellent co-operation of the 
patient. 

6. Laceration of Lower Lip.—A girl aged 6 had a deep 
through-and-through laceration of the lower lip. Without 
any preamble she was told to go to sleep, when she would 
feel nothing. She went immediately to sleep and four 
sutures were inserted, The child awakened when told to 
do so, smiling. She had no memory of the procedure. 


Further Cases 

There were no failures in the fracture cases. Among the 
other orthopaedic cases there were two failures. One of 
these patients was a middle-aged man who was awaiting an 
anaesthetist. He had a dislocated shoulder, and as I was 
passing through the casualty department I had a brief and 
hurried talk with him, taking two minutes. This did not 
relieve in any way the pain that he complained of when 
reduction was attempted. Another patient, a large, obese, 
plethoric lady with a dislocated shoulder, was told simply 
to relax. and. as reduction could not be attempted because 
ot pain and apprehension when the limb was handled, a 
genera! anaesthetic (gas and oxygen) was given. The patient 
did not go unconscious, and, whilst the anaesthetic was 
continuing, relaxation suggestions were given and the re- 
duction was completed. 

A patient, aged 30, with a breast abscess, expressed her 
scepticism and very self-consciously attempted to go into a 
trance. As neither analgesia nor anaesthesia could be pro- 
duced, as tested by pin-prick over the breast and the affected 


HYPNOSIS IN THE CASUALTY DEPARTMENT 


Britisu 3 
Mepicat JOURNAL 1341 
area, a general anaesthetic was subsequently given. A girl 


aged 17 requiring a minor operation on her foot became 
anxious, though relaxed and with eyes closed, As sensation 
was still present in the foot 8 ml. of procaine was injected 
3 in. (7.5 cm.) distal to the ankle on the dorsum of the 
foot, and within five minutes, in addition to the expected 
area of anaesthesia, there was complete insensitivity to pin- 
prick of stocking type extending to | in. (2.5 cm.) above 
the malleoli. 


Results 


A sleep-like flaccid state was not thought to be a pre- 
requisite for operation except in the case of orthopaedic 
injuries. In these latter cases sleep was induced, and it was 
interesting to observe that, with or without specific sugges- 
tion, there was an amnesia for the procedure. In oihers 
the suggestions and effects produced varied from complete 
anaesthesia Or analgesia to a state in which there would be 
awareness of sensations which were neither disturbing nor 
distressing. In these later cases—that is, suturing, removal 
of foreign bodies, incisions, and nail avulsions—-it was con- 
sidered that the effects of hypnosis or suggestion could not 
be assessed in individual cases as there was much variation 
apart from hypnosis in the amount and type of anaesthetic, 
if any, required. The effects of hypnosis used during the 
month of April were assessed by comparing the numbers of 
general and local anaesthetics used in March and April of 


1954. The personnel (doctors and nurses) and the alloca- 
tion of sessions remained unchanged during these two 
months. 


Patients requiring and having operations in the casualty 
department were classified under five headings : A, incis- 
ions; B, removal of foreign body; C, suturing ; D, ortho- 
paedic cases (fractures and dislocations); and E, nail avul- 
sions, Cases coming under these headings were further 
subdivided into those that had a general anaesthetic or 
local analgesic, and those who had neither. 


Totals of Cases Treated in March and April, With Numbers 
Receiving Anaesthetics in the Two Months and the Critical 
Ratio Between the Two Proportions 


| No. of No. of Anaesthe- 
Procedure Cases Treated |tics(G.A.+ L.A.) Critical 
| March April March April 
A. Incisions 43 | 59 32 37 1-185 
| | | | Not  signifi- 
| | cant 
B. Removal of foreign 
body .. 18 | 8 
| Not signifi- 
| cant 
C. Suturing .. os 95 | 95 1s 7 | 8610 
| | | | Very highly 
| | | Significant 
D. Orthopaedic frac- | 27 | 38 22 | 12 4120 
ture dislocation | } Very highly 
reductions significant 
E. Nail avulsions 2 e 4 2 3 | Numbers too 
small for 
i | | compati- 
son 


These results were treated in the following manner. The 
38 orthopaedic cases for April (D) were taken to be a 
random sample ; of 28 consecutive cases in which hypnosis 
was used 26 were susceptible enough to allow a reduction to 
be performed. This proportion of 26:28 was tested against 
the proportion 3:5 (quoted by some authors), and was found 
to differ from it at a very high level of significance. In- 
deed, if this proportion of 26:28 was tested against the 
hypothesis that four people out of five can be hypnotized, 
the observed proportion exceeds it at the 5% level of signi- 
ficance. When compared with experimental work in which 
only 30%, of those hypnotized were capable of producing 
anaesthesia this result is even more striking. 

The proportions were compared using the arc sine trans- 
formation of the square roots of the proportion, which 
transforms them into normal deviates, The proportions of 
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eople receiving an anaesthetic (general anaesthesia plus 
local analgesia) to those who did not (see Table) difler very 

gnificantly between March and April for suturing (C) and 
reductions (D), but not for incisions (A) and removal of 
foreign body (B). This indicates that the reduction in the 
numbers requiring anaesthetics due to hypnosis being used 

n April is most marked in C and D--that is, those cases 
that nearly always require immediate attention—-whereas 
unde A and BK quite olten some time had elapsed belore 
the patient came to have treatment, and the lesion was less 


often the result of trauma 


Discussion 

I believe that terms such as “ depth” and “ susceptibility ” 
when discussing hypnosis are misleading, unless related to 
the state and situation of the subject. The high success rate 
of fracture reductions as compared with other procedures 
confirms this. In this discussion the hypnotic state must 
be operationally defined as that state produced without the 
aid of chemical anaesthesia which allows a particular opera- 
tion to be performed without pain and discomfort. It is 
here unnecessary to speak of trance depth—that is, degree 
of susceptibility—or the frequency with which people 
capable of demonstrating various phenomena occur in the 
population. The greatest number of successful applications 
of hypnosis would seem to be in those patients who come 
to the hospital, often for the first time, with an injury for 
which they feel immediate treatment is imperative. The 
hospital and the things that happen there are still, in these 
circumstances, surrounded by much that to the lay mind is 
esoteric 

The orthopaedic and suturing cases gave the best results, 
whereas profound anaesthesia was less often produced in 
those whose injuries could for a time be left untreated— 
for example, abscesses and foreign bodies, In the latter the 
reduction in the numbers requiring orthodox anaesthetics is 
not marked. It may be for the same reasons that children 
went so much more quickly into the required state. The 
impression was gained that some of the most anxious 
children were the most easily induced. 

In addition, the above observations indicate that compari- 
sons in experimental work on suggestibility between “ nor- 
mals” and neurotics cannot be valid—-for example, in one 
series of experiments, in which an objective test of suggesti- 
bility was used, patients were tested within a few minutes 
of arrival in hospital (Ingham, 1954). One or other of the 
groups compared included subjects who came to hospital, 
perhaps for the first time, in a state and in circumstances 
which the present series indicates will influence “ suggesti- 
bility” profoundly, independently of neuroticism. Further, 
it may be that admission to a mental hospital is at least 
as disturbing as arriving at a general hospital with a frac- 
ture, and the patient’s previous experiences of hospital will 
also influence his reactions. 

The technique used has the following rationale, and is 
based on the hypothesis: (1) there is an infinite variation 
and gradation from the normal waking state to the most 
marked alteration of consciousness produced by suggestion, 
and the phenomena resulting from it ; and (2) the perceptual 
and other changes may not differ qualitatively from those 
experienced by all persons in the non-hypnotized, waking, 
fully conscious state. As a result (a) the technique involves 
relating for the patient what is required to what is his 
normal experience; (>) the process needs the active and 
voluntary co-operation of the subject in full control of all his 
faculties ; and (c), ethical considerations apart, the patient, 
conscious or not, must be treated and spoken to as a rational 
being in full control of his faculties ; drugs would diminish 
his ability to do this (contrary to prevalent teaching that 
drugs aid rather than hinder process), and unusual or bizarre 
requests and tests diminish rather than enhance the possi- 
bilities of success. (Such demands also disturb the operator, 
making him selfconscious of success or failure—feeling, with 
the subject, that he is taking part in a fantastic or ludicrous 
procedure.) 
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Summary and Conclusions 


An account is given of the use of hypnosis in the 
casualty department, with details of illustrative cases. 
There was a reduction in the number of anaesthetics 
required. In 28 orthopaedic cases there were two 
failures ; these were not fractures. 

Hypnosis or suggestion may with advantage be used 
in the casualty department in the treatment of minor 
injuries. 

As an adjunct to the anaesthetic facilities in the 
casualty department it may reduce the number of 
anaesthetics that need to be given and reduce the time 
spent in waiting for the digestion of a recently eaten 
meal or for the busy anaesthetist occupied with major 
or more urgent operations 

The technique is effective with untrained subjects, 
especially those most likely to require an anaesthetic. 

It is believed that this paper, though not definitive, 
should redirect our attention to the need for more liaison 
between clinician, psychiatrist, and psychologist in the 
setting up of controlled scientific experiments in the 
milieu of the general hospital. 

Many incidental observations have been made in this 
survey, each of which suggests for further study topics 
that are the province of clinician and research worker 
alike. 

Further work will, it is hoped, remove hypnosis and 
related phenomena from the position of a medical 
curiosity, impracticable in use and unsavoury in reputa- 
tion. It may then gain its proper place as a technique (in 
no sense is it a treatment) with indications, contraindica- 
tions, and dangers (or, more euphemistically, complica- 
tions). 

This work is suggestive, but cannot claim to have 
found the final place for hypnosis, but only the ways and 
means by which this may perhaps be discovered. All 
techniques—hypnosis is no exception—vary with the 
skill and personality of the operator. The ideal is to 
minimize this factor by widespread use and training. 

I thank Sister A. Jamieson, Sister D. Biggs, and Mr. C. W. 
Barlow (medical records officer), whose co-operation made this 


work possible; Mr. A. E. Maxwell for his statistical help; and 
Mr. W. D. Furneaux, who read and criticized the paper 
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“ The issue of Press freedom has appeared in a number of 
minor cases in which complaints have been made of preju- 
dice and unfair comment. The council has held that its duty 
was not to say what were the exact facts or the soundest 
opinions in any controversy put before it, but to decide 
whether or not a newspaper had spoken its mind fairly and 
honestly. Two local papers may utter opposite opinions on 
a burning local question. It may be said that both cannot 
be correct, but we hold that both have a right to say what 
they believe. This doctrine is elementary to journalists, but 
many members of the public have not yet grasped it.”- 
Third annual report of the General Council of the Press, 
November, 1956. 


Dec. &, 1956 


DIAGNOSIS AND TREATMENT OF THE 
BUDD CHIARI SYNDROME IN 
POLYCYTHAEMIA VERA 


BY 
0. FittGERALD, M.D., M.Sc. 


Visi:ine Physician, St. Vincent's Hospital; Lecturer in 
Therapeutics, University College, Dublin 
P. FitzGERALD, M.D., M.Ch., M.Sc. 
Visiting Surgeon, St. Vincent's Hospital ; Associate Professor 
of Surgery, University College, Dublin 


D. CANTWELL, M.D., M.R.C.P.1. 
University Medical Tutor, St. Vincent's Hospital 


AND 


J. A. MEHIGAN, ML.Ch., B.Sc., F.R.C.S.1. 


University Surgical Tutor, St. Vincent's Hospital 


The Budd-Chiari syndrome is a disease entity which 
follows occlusion of the hepatic veins. Originally 
described by Budd in 1845 and subsequently by Chiari 
in 1899, it had been recorded in 116 cases up to 1952. 
Later reports have referred to involvement of the 
inferior vena cava in addition to the hepatic veins. The 
aetiological factors are numerous (Palmer, 1954). 

Thrombotic complications being relatively frequent in 
polycythaemia vera, it is not surprising that the syn- 
drome should have been recorded in that condition. 
Nevertheless, Sohval (1938) states that the hepatic veins 
are the rarest thrombotic site in polycythaemia—the 
first case having been described by Oppenheimer in 1929, 
and not more than 10 cases had been reported up to 
1938. 

A case is reported which presented the features of 
the chronic phase of the syndrome as described by Budd 
and by Chiari, due to hepatic-vein thrombosis in poly- 
cythaemia vera. 


Fic. 1.—Infra-red photograph showing abnormal! venous pattern. 
Note also external genitalia. 
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Case Report 

A woman aged 22 was admitted to St. Vincent’s Hospital 
in December, 1954. She was an only child and there was 
no family history of polycythaemia or of ary significant 
illness. Her present history of polycythaemia dated from 
five years before admission, when she complained of severe 
pain in the back and in the region of the left shoulder. She 
had a haematemesis at that time and was admitted to het 
local hospital, where she was told she had liver trouble. 
Subsequently she developed marked varicosities in her 
lower limbs and also generalized dependent oedema. She 
visited her practitioner again with a view to treatment of the 
varicose veins, and he referred her for further investigation 
to Mr, Dermot Kennedy, of Cashel, who subsequently 
referred her to one of us. 

On examination she was found to be an undersized but 
well-nourished girl with a cyanotic hue. She had marked 
varicosities in the 
lower limbs but 
none in the ab- 
dominal wall, She 
had had amenor- 
rhoea for two 
years, and _ the 
external genitalia 
were somewhat 
hypertrophied (see 
Fig. 1). The cardio- 
vascular and res- 
piratory systems 
were normal. The 
abdomen was great- 
ly distended, The 
liver was enlarged 
three to four finger- 
breadths and _ its 
surface was firm 
but not tender. The 
spleen also 
greatly enlarged, 


There was no as- ‘ 
cites. Other systems 
were normal. 
Laboratory In- 
vestigations. — On 
admission her hae- Fig. 2.—Venogram of the inferior vena 
mogram showed cava showing coning of recanalized vena 
8,700,000 red cells/ cava. 
cmm. (174% of 


normal), average diameter 7.5 »; haemoglobin, 16.6 g./ 
100 ml. (101%); colour index, 0.57; haematocrit, 63% ; 
M.C.H.C., 26% ; M.C.V., 72 cubic microns. There were 
6,400 leucocytes (within normal limits) and 500,000 platelets 
per c.mm. Liver-function tests were as follows : total pro- 
tein, 7 g./100 ml.—albumin 4.75 g., globulin 2.25 g. (elec- 
trophoresis showed slight increase in the gammaglobulin 
fraction); direct van den Bergh, negative (total bilirubin, 
1.75 mg./100 ml.); alkaline phosphatase, 26 K.~A. units ; 
prothrombin time, 36 seconds, or 25% of normal (following 
administration of 30 mg. of vitamin K for three days the 
reading was 28 seconds, or 45°, of normal) ; bromsulphtha- 
lein test (45 minutes; 5 mg./kg.) showed a retention of 
70°,. The Wassermann reaction was negative, and fibrino- 
gen estimation, E.S.R., blood sugar, serum cholesterol and 
calcium, and urinary 17-ketosteroids were all normal. Infra- 
red photography displayed dilated veins on the anterior 
abdominal wall (Fig. 1). E.C.G, was normal. 

X-ray examination showed the lungs and cardiac shadow 
to be within normal limits, and screening produced no 
evidence of constrictive pericarditis. A barium swallow dis- 
closed oesophageal varices. A venogram of inferior vena 
cava showed “coning” below the diaphragm (Fig. 2). A 
dilated azygos vein was suspected, but intracostal veno- 
graphy, with the technique described by Tori (1954), was not 
successful. 


— 
4 
> 
fe 
- 


~ 


1344. Dec. 8, 1956 


Laparotomy was performed with a view to liver biopsy 
and portal venography This confirmed the diagnosis of 
portal hypertension, and the venogram showed intrahepatic 
obstruction (Fig. 3). Liver biopsy was reported as follows: 
Sections show only a portion of one portal tract containing 
1 bile duct. The liver cells appear normal ; apart from a 
few cells showing fine vacuolation, a normal finding in 
biopsy material. There is no evidence of inflammation or 
of fibrosis. No hepatic veins are included in the specimen 


Fic. 3.—Interior mesenteric venogram showing intrahepatic portal obstruction with 43 
'.=Inferior mesenteric vein, 


grossty distended veins. P.V.=Portal vein. IM. 


It was decided to treat the polycythaemia first, and 
accordingly the patient was transferred to St. Luke’s Hospital 
under Dr. O. Chance ; she was there given 5 millicuries of 
“P. resulting in a much improved blood picture after six 
weeks: red blood cells, 3,600,000 (72° of normal) ; haemo- 
globin, 11.6 g./100 ml. (73%); colour index, 1; haemato- 
crit, 37° ; M.C.H.C., 31% ; leucocytes, 1,280 (normal dis- 
tribution) and platelets, 116 per c.mm. Liver-function tests 
also showed improvement, particularly the bromsulphthalein, 
which now gave 15% retention. 

At this stage it was apparent that the polycythaemia had 
been adequately controlled but that further problems still 
existed. These were portal hypertension and the possibility 
that the hypersplenism secondary to it would affect the 
peripherai biood picture 


er Erythrocytes; equals 1,000,000(one million) per 
Leucocytes;, 1 1,000(one thousand) per ¢ mm 
Platelets, 1 100,000(one hundred thousand) per ¢ mm 
—— 
\ 
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Fico. 4.—Effect of **P and operation on erythrocytes, leucocytes, 
and platelets 
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Accordingly a splenectomy with spleno-renal shunt was 
performed on May 27, 1955, through an anterior midline 
incision. There was no ascites. The liver was nodular and 
moderately enlarged. The spleen was also enlarged and 
adherent to the diaphragm and abdominal wall posteriorly. 
he splenic vein was distended and thickened at the portal 
end. There was, however, no perivenous (portal) fibrosis 
An area of thickening or calcification was felt on the right 
side of the inferior vena cava behind the liver. 

The spleen was isolated and removed. The 
left renal vein was exposed and an end-to- 
side spleno-renal anastomosis was carried 
out, The post-operative course was unevent- 
ful. The patient was on a low-protein dict 
for 48 hours before and for four days after 
operation, and was given a broad-spectrum 
antibiotic as prophylaxis against neuro- 
logical sequelae. 

The histological report on the spleen was 
as follows : “Sections show some atrophy 
of the Malpighian corpuscles, marked 
fibrosis of the pulp, numerous haemorrhages, 
and many siderotic nodules giving a strongly 
positive reaction for iron. This is typical 
of well-marked portal hypertension. Sections 
trom splenic vein show several thrombi in 
various stages of organization.” 


Post-operative Investigations —Red blood 
cells, 5,000,000 (100% of normal), average 
diameter 6.9 » ; haemoglobin, 13.12 g. (82 
of normal) ; colour index, 0.82 ; haematocrit 
M.C.H.C., 26% ; M.C.V., 72 cubic 
microns ; leucocyte count, 4,480 per c.mm. 
(distribution within normal limits) ; platelets, 
265,000 per c.mm, The albumin/globulin ratio was 3:2.5 
(total protein 5.5 g. per mi.); thymol turbidity, 2.5 units ; 
prothrombin time was 80% of normal. Bromsul!phthalein 
test was not repeated, as a sensitivity test was strongly posi- 
tive. The blood picture changes during treatment are illus- 
trated graphically in Fig. 4. 

The clinical position seven months after operation was 
as follows: The abdominal distension had decreased and the 
varicosities in the leg were apparent only in the erect posi- 
tion. There had been no further haematemesis, although 
oesophageal varices were still present. The liver was stil! 
enlarged (+2) and the abdominal wall collaterals previously 
visible after infra-red photography were absent. The liver- 
function tests showed a moderate improvement and the 
blood picture remained normal. 


Discussion 

The Budd-Chiari syndrome appears most commonly in 
young adults, and the number of correct ante-mortem diag- 
noses is small. Amongst the reported causes of the syn- 
drome are trauma, pregnancy, peritonitis, carcinoma of the 
gall-bladder, malignant growth in the inferior vena cava, 
thrombophlebitis of the inferior vena cava, actinomycosis, 
hepatoma, hepatic abscess secondary to Pick’s disease, 
sickle-cell anaemia, and polycythaemia vera. 

The clinical picture varies, depending on the extent and 
rapidity of the onset of the vascular occlusion. There may 
be a sudden extensive occlusion, giving an acute type of 
picture with sudden pain in the right hypochondrium, back, 
and shoulders, muscle guarding, and hepatic tenderness. Not 
infrequently death occurs in hepatic coma. The chronic 
type, associated with hepato-splenomegaly, varies in the 
clinical picture according to the rapidity of occlusion, the 
degree of recanalization, and the presence of collateral cir- 
culation which occurs subsequently. 

The presenting symptoms will also vary, depending on 
whether both the hepatic veins and the inferior vena cava 
are involved, and on the degree of recanalization. With 
major involvement of the vena cava these will be varicose 
veins and dependent oedema. In addition, symptoms of 
portal hypertension are evident in all chronic forms of the 
syndrome. 
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The clinical picture may have to be considered in the 
differential diagnosis of such conditions as hepatic cirrhosis, 
hypersplenism, constrictive pericarditis, portal vein throm- 
bosis, splenic vein thrombosis, and the Banti syndrome. 
Radiology, particularly venography, both portal and vena 
caval, is a further aid to diagnosis. It is noteworthy that 
both ascites and jaundice are unusual findings in these cases. 

The collateral flow is via the lumbar azygos, hemiazygos, 
and vertebral and oesophageal veins. The extent of the col- 
lateral blood drainage will depend on the extent of the 
thromboses and the degree of recanalization of major veins. 

Assessment of hepatic function will show varying degrees 
of improvement, depending on the degree of venous occlu- 
sion and periportal fibrosis present. At necropsy varying 
histological pictures have been disclosed, depending on the 
length of time that the condition has been in existence. 
There may be congestion, central necrosis with atrophy, 
fibrosis, and a compensatory hypertrophy as occurs in many 
liver diseases. Two other types of hepatic involvement in 
polycythaemia vera, apart from that due to this syndrome, 
have been reported. The first, described by Mosse (1914), 
is hepatic cirrhosis ; the second, hepatic enlargement due to 
chronic hyperaemia. 

Up to a short time ago the diagnosis of the Budd-Chiari 
syndrome was only of academic importance, but in recent 
years there have been many advances in medical and sur- 
gical therapy which may benefit these cases. In the acute 
stage the place of anticoagulants in those cases believed to 
be due to a pure thrombotic venous lesion has yet to be 
established. In the chronic stage the problem is of a differ- 
ent character. The hepatic veins are relatively inaccessible, 
but no doubt we will soon see the surgeon interested in 
vascular diseases making a direct approach to this area. At 
present, however, the most satisfactory procedure is one 
that endeavours to meet the portal hypertension which ulti- 
mately ensues in these cases, and which indeed gives rise to 
these symptoms which bring the patient under medical care. 
Here assessment must be made of liver function, by ,bio- 
chemistry and biopsy, and of the degree of portal hyper- 
tension by the presence of oesophageal varices and direct or 
indirect portal venography followed by a vena-caval veno- 
gram These investigations should precede such surgical 
measures as porto-caval or spleno-renal shunts. Catheteri- 
zation and venography of hepatic veins has also been used 
in the condition (Brink and Botha, 1955). 

Surgical intervention has, to date, had a high mortality. 
Thompson (1947) states that of nine patients operated on 
eight died, but no details are given of the procedures which 
were carried out. 

Jonas and Lawrence (1954), however, have reported a case 
in detail—that of a 19-year-old patient who presented with 
the syndrome (chronic). In this, following a vena-caval 
venogram which showed coning below the diaphragm and 
collateral vessels, a direct approach was made on the inferior 
vena cava through the chest. But the patient, who had mani- 
fest evidence of portal hypertension, died shortly after the 
operation. They concluded that recourse to surgery should 
be avoided in type B—that is, chronic forms of the syn- 
drome. We feel that this is not so. 

Norris (1956) suggests an alternative approach. He de- 
scribes a case in which ligation of the hepatic artery was 
carried out. We feel that an operative venous shunt (porto- 
caval or spleno-renal) is a more logical measure, as the 
danger to life is from oesophageal varices, not from hepatic 
congestion. Such a shunt also encourages the possibility of 
recirculation through the vertebral and azygos veins. 

Surgery has been made safer in these cases owing to better 
understanding of hepatic function and metabolism. Recent 
work has shown that a low-protein diet before and after the 
operation period plus a broad-spectrum antibiotic has 
reduced the possibility of liver failure and coma, which may 
otherwise ensue. 

There are many factors worthy of comment regarding 
polycythaemia vera itself. It may occur in young adults, 
and its natural history is usually prolonged. Vascular com- 
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plications, which are usually thrombotic, occur particularly 
in the first decade. Leukaemia and myelosclerosis occur in 
the second decade particularly. Furthermore, anaemia may 
arise from haemolysis. 

“P has been used extensively in treatment, sometimes 
combined with venesection in severe cases. The results of 
therapy are encouraging ; remissions lasting up to a year 
are reported. Though leukaemia and myelosclerosis may 
occur after radiation, the incidence of these complications, 
which is about 8% after **P, is not increased as compared 
with cases not treated by this means. However, the inci- 
dence of vascular complications falls from a 50% rate in 
the untreated to about 5% in the treated cases. 


Summary 

A case of the Budd-Chiari syndrome occurring in 
polycythaemia vera is described. The relevant litera- 
ture is briefly reviewed. The value of radiology in the 
investigation of this syndrome is stressed. Treatment 
of the primary haematological condition with *?P was 
carried out. Subsequently a spleno-renal shunt and 
splenectomy were performed. The patient appears to 
be much improved. 


We are grateful to Mr. D. Kennedy, Dr. O. Chance, Dr. L. 
O'Connell, and Dr. T. D. O'Farrell for their co-operation. We 
are also indebted to the departments of radiology and of 
pathology, St. Vincent's Hospital, and the department of photo- 
graphy, Dr. Steevens’ Hospital, for assistance in investigating the 
case. 


ADDENDUM.—The patient has just returned to hospital 
(July, 1956) and is in very good health, not complaining 
of any serious symptoms. She still has oesophageal varices, 
probably carrying collateral blood return. Prothrombin 
content is now normal, although the liver is still somewhat 
enlarged. 
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TREATMENT OF 
CHRONIC MYELOID LEUKAEMIA 
WITH MERCAPTOPURINE 


BY 


JAMES R. FOUNTAIN, M.D., M.R.C.P.Ed. 
Medical Tutor, Department of Medicine, the General 
Infirmary at Leeds 


In previous reports (Burchenal ef al., 1953 ; Fountain, 
1954, 1955) the effectiveness of mercaptopurine (6-MP ; 
“ puri-nethol ”’) as a therapeutic agent in acute leukaemia 
has been assessed. Preliminary observations suggested 
that it might also hold a place in the treatment of 
chronic myeloid leukaemia and that by the use of 
maintenance therapy prolonged remissions might occur 
(Fountain, 1955). This paper presents my experience 
of treating 16 unselected patients with chronic myeloid 
leukaemia during the past two and a half years. 


Materials and Method 


The diagnosis of chronic myeloid leukaemia was based 
on examination of the peripheral blood. In patients with 
advanced disease bone-marrow studies were carried out 
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CHRONIC 


disease had 


whether the 


acute terminal phase 


routinely in order to ascertain 
into an 
captopurine was similar to that 
leukaemia—namely, 
weight, calculated to the nearest 
5 mg. amount. Thus adults received 150 to 200 mg. daily 
in divided doses of 50 meg As the leucocyte count fell to 
eatment was either stopped temporarily or reduced 
between 50 and 


The initial dosage of me 
employed in the 
»5S mg. per ke. body 


treatment of acute 


normal 
dose otf 


until an maintenance 


150 


optimum 
mg. daily was obtained 

Five patients had received radiotherapy, to which three 
(Cases 8, 12, and 15) had resistant, and had 
had urethane prior to mercaptopurine. Ten had not previ- 
ously treated All were treated initially in hospital, 
were it the out-patient department at 
Blood studies were made 
stages of treatment and 


had 


become one 


been 
seen 
intervals of month 
three times weekly during the early 
after satisfactory maintenance therapy 


ind thereaftet 


usually a 


less frequently 


been achieved 


Results of Treatment 


The results of treatment are recorded in the accompany- 
ing Table. Of the 16 patients at various stages of the 
including one in the acute terminal phase (Case 8), 
the other patient (Case 16) 
after the start of 


disease, 
was observed in 15 
thrombosis the day 


a Tesponse 
dying of a cerebral 


treatment 


Symptomatic Improvement 


Only 2 of the 15 patients receiving full courses of treat 
ment failed to show any sustained improvement after 
mercaptopurine therapy One (Case 15) had previously 


been given deep x-ray therapy and had reached a terminal 
refractory stage. The spleen and liver were reduced in size 
and the leucocyte count fell from 10,000 to 2,409 per c.mm. 
Anaemia persisted, however, and there was no subjective 
The other patient (Case 14), although show- 
ing imitial improvement, rapidly and thereafter 
required repeated blood transfusions. He had received no 
previous treatment and was regarded as a therapeutic failure 
This patient died six months later after being improved 
temporarily by radiotherapy 


improvement 
relapsed 


Objective Improvement 


Regression of clinical evidence of the disease was observed 
in all 15 patients. Cases 3, 4, 6, 12, and 1S had massive 
splenomegalies, the lower pole of the spleen in each case 
extending to the pelvic brim. Following treatment, the 
spleen became impalpable in two (Cases 4 and 6), the tip 
just palpable in a further two (Cases 3 and 12), while con- 
siderable reduction in size was observed in the remaining 
patient (Case 15). One patient (Case 9), who had previously 
received radiotherapy and whose spleen had been removed 
at an earlier date, presented with a huge hepatomegaly 
associated with pain and discomfort. After mercaptopurine 
therapy the liver returned to a normal size, the symptoms 
cleared, and she thereafter remained symptom-free with no 
clinical evidence of the disease for a further 19 months. 
Another patient (Case 12) presented with an ulcer on the 
leg and was found to have a grossly enlarged spleen. The 
blood picture was typical of chronic myeloid leukaemia. 
The ulcer healed completely, the spleen regressed in size, 
and the blood picture improved following treatment with 
mercaptopurine. This patient previously failed to respond 
satisfactorily to radiotherapy 

In 11 out of the 15 patients (Cases 1 to 11) clinical 
improvement was regarded as complete, apart from a 
slight splenic enlargement in some. These patients returned 
to normal activities. Case 1, a hospital porter, has not lost 
a day's work since mercaptopurine therapy was instituted 
over two and a half years ago. The blood picture has been 
consistently normal and the only clinical evidence of 
leukaemia has been an occasionally palpable spleen. Two 
patients (Cases 2 and 4) have not been away from work for 


- 


over 18 months, and a boy aged 9 years (Case 3) returned 
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to school after treatment and continued in good health 20 
months later. Five women (Cases 5, 6, 7, 8, and 9), includ- 
ing one (Case 8) in the acute terminal phase, returned to full 
domestic duties. Remissions have varied in duration, details 
of which are presented in the Table. 


Haematological Changes 
Leucocytes 


Mercaptopurine led to a fall in the white-cell count in all 
15 patients. A delay in response of one to three weeks, 
comparable to that observed in acute leukaemia, was fol- 
a rapid fall in the number of leucocytes in the 
peripheral blood, a normal level being reached within a 
month of starting treatment. The diminution in leucocytes 
coincided with a reduction in the size of the spleen and 
liver, and other objective evidence of the disease. A fall 
to leucopenic levels has occurred in some instances, and it 
appears advisable to withdraw temporarily or to reduce the 
dosage of the drug as the count falls towards normal. When 
treatment was stopped the leucocyte count continued to fall 
for a period, but early experience indicated that, if a 
maintenance dose of mercaptopurine was not given as the 
count returned to normal, haematological and clinical re- 
lapse was likely to occur within a month of stopping treat- 
ment (Fountain, 1955) The optimum maintenance dose 
of mercaptopurine varied from 50 to 150 mg. daily. Occa- 
sionally the most satisfactory improvement was observed 
when the leucocyte count was higher than normal. At these 
levels (20,000-S0,009 per c.mm.) the patients were main- 
tained symptom-free and with good haemoglobin levels. It 
has been the rule to aim at obtaining the maximum clinical 
and haematological improvement, and generally when this 
has been achieved the leucocyte count has returned to 
between 5,009 and 15,000 per c.mm. On the few occasions 
when it has remained higher than normal no attempt was 
made to reduce it further. 

[he proportion of immature granular cells in the peri- 
pheral blood was observed to diminish as the leucocyte 
count fell, and in several cases prolonged disappearance of 
immature cells from the peripheral blood was noted. 


lowed by 


Haemoglobin and Platelets 


One of the essential criteria of an effective therapeutic 
agent for chronic myeloid leukaemia is its ability to pro- 
duce a rise in the haemoglobin level. In the present series 
definite improvement in erythropoiesis and haemoglobin syn- 
thesis followed treatment with mercaptopurine in 12 patients. 
In one (Case 2) the initial haemoglobin level was within 
normal limits and was maintained at a normal level follow- 
ing treatment. In two further patients (Cases 14 and 15) no 
improvement occurred. 

The rate of rise of haemoglobin varied. In seven patients 
not receiving blood transfusions prior to mercaptopurine 
therapy the increase averaged 3.2 g. during the first two 
months of treatment. In all, the maximum haemoglobin 
level was not reached until three to five months after the 
beginning of treatment. 

Another essential property is that the therapeutic agent 
should not prevent normal platelet development. With the 
present dosage scheme, serious thrombocytopenia has not 
yet been observed to follow mercaptopurine therapy. A 
definite increase following treatment was observed in one 
patient (Case 3), the platelets rising from 25,000 per c.mm. 
to within normal limits. However, with the knowledge that 
excessive dosage with mercaptopurine may lead to marrow 
hypoplasia (Burchenal et al., 1953) overdosage must be 
guarded against. The blood picture should be checked at 
regular intervals, for thrombocytopenia remains a potential 
hazard of mercaptopurine therapy. 


Comment 


Several agents are now available for the management of 
patients with chronic myeloid leukaemia. Most physicians 
still favour radiotherapy, including radioactive phosphorus, 
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as the treatment of choice in the early stages of the disease. 
An increasing interest in chemotherapy during the past ten 
years has, however, led to important developments in this 
field, and, although no chemical agent has yet been shown 
to be more effective than radiotherapy, several have been 
discovered which result in prolonged clinical and haemato- 
logical improvement. On account of its freedom from side- 
effects busulphan (“myleran™; 1:4-dimethanesulphonyl- 
oxybutane) has probably proved the most satisfactory to 
date (Galton, 1953; Galton and Till, 1955; Blackburn ef 
al., 1956) 

Experience with mercaptopurine is still limited, but the 
present study suggests that it will also be a useful thera- 
peutic agent for the palliative treatment of chronic myeloid 
leukaemia. By the use of daily maintenance therapy pro- 
longed remissions may be obtained. No toxic side-effects 
have been observed and dangerous thrombocytopenia has 
not occurred. Like all other chemotherapeutic compounds, 
including busulphan, overdosage must be guarded against 
on account of the possible danger of bone-marrow depres 
sion. Regular attendance as out-patients for blood exami- 
nation is essential, and in the present series it has been 
the custom to see all out-patients at monthly intervals once 
a Satisfactory stabilizing dose of mercaptopurine has been 
obtained. The early case, as would be expected, is prob- 
ably the most amenable to treatment, although one patient 
in the acute terminal phase (Case 8) had a complete clinical 
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and haematological remission lasting six months following 
mercaptopurine therapy, while another (Case 12), after re 
sponding unfavourably to radiotherapy, was maintained in 
satisfactory health, with improvement in the blood picture, 
for nine and a half months 

Whether maintenance therapy may lead to early drug 
resistance, as suggested by Galton and Til! (1955) as a 
possible disadvantage of this form of treatment, is doubt 
ful. A longer period of follow-up, together with a com 
parison of survival time with those treated with radiotherapy, 
should help to elucidate this problem. 

At the present stage, the ability of mercaptopurine to 
produce prolonged remissions, together with its low toxicity 
and ability occasionally to produce remissions in the acute 
terminal phase of the disease, suggests it will hold a place 


‘in the ever-growing therapeutic armamentarium for the 


management of patients with chronic myeloid leukaemia. 


Summary 
An account is given of the treatment with mercapto- 
purine (6-MP) of 16 patients with chronic myeloid 
leukaemia. 
The initial recommended dose in adults is 150 to 
200 mg. daily, followed by a daily maintenance dose of 
50 to 150 mg. On this regime remissions of up to two 


Details of Cases 


Before Dose of Six Months after 
| | Treatment with 6-MP 6-MP (g.) Start of Treatment with 6-MP 
(g 
Sos) and | Hp | W-B.C. | Stabilizing Hb | W-B.C.| Duration from Start of 
Ser Clinical 108 Previous (Total) Clinical (g. per x 10° of Treatment 
Condition 100 = | (per | Treatment | Maintenance | Condition 100 mi.)| _ (Per Remission 
c.mm.) (Daily) | c.mm.) | (Months) 
i 49M Fair Spleen 8 cm. | 90 128 i Nil 44 Good; working 13-6 10.5 3+ | Good health 
below costal mar- D0s-0 1 Spleen I cm. be- 
i gin | low costal margin | 
2 25 M | Good. Spleen 2 cm 14-5 75 | Radio- 3-5 Good; working. 10-0 12:8 18 } , on 
below costal mar- therapy 005-01 Spleen I cm. be- } | 
gin | low costal margin | 
M | Poor. Weight loss; 69 30) 86 Nil 5-75 Good; at school 13.0 70 20 | Good health. Plate- 
dyspnoea. Spleen | } O05 Spleen I cm. be- lets rose from 25,000 
to pelvis low costal margin per c.mm, to normal 
4 IS Fair. Spleen to pelvis 10-4 259 44 Good; working 148 126 | 20 Good health 
| 0-05-0 Spleen not pal- 
| pable | 
5 42} Poor. Severe bron- 11-8 % | Urethane 3-05 Wellfor 6 months 12:3 12-4 6 Died of respiratory 
chitis. Spleen 12 | 00S-OT Pain in chest infection 
cm. below costal | 
margin 
Ci 41 Poor. Haematemesis 49 204 «| ‘Nil | 29 Good. Spleen not | 13-6 63 12 | Good health 
Spleen to pelvis | 005.01 palpable 
62 I Poor Abdeminal 83 275 } 5.15 Good. Fullyactive| 146 | 
pain. Haematuria 005-01 
Spleen above 
pubis | 
So +} Pons Acute phase 82 152 | Radio- 41 Relapsing | 12-3 27:3 | 6 Died 1 month after 
Spleen 15 cm. be- | therapy 05 | relapse 
low costal margin | 
ss F | Fair Abdominal! 120 | 128 } Splenec- $1 Good. Liver not 13-6 24-1 19 Died following tuber- 
pain. Liver l2cm. | tomy 005-01 palpable culous infection 
below costal margin) | Radijo- 
| | therapy 
10 M | Good, Spleen10cm.| 10-9 58 il 3.85 Gent not 14.2 96 | 104 Good health 
below costal Margin} 005-0 15 is palpable 
11 32 M | Good Spleen to | 11-5 262 a 46 Good. Spleen not 14-6 224 84 oe - 
umbilicus 01-015 palpable. Work- 
| ing 
12 49 M | Poor Spleen to 3-2 198 Radio- 2-4 7 Good. Spleen lcm 12:2 40:8 94 | No response to busul- 
| pelvis. Ulcer on therapy 0-05-0-15 below costal mar-| | phan terminally 
leg. Poor response gin. Ulcer healed | 
| to radiotherapy | Light work } 
} | 
13 48 F Poor. Mitral steno- | 74 | 202 | Nil 34 Fair. Relapsing | 11 8 64.0 5 | Died in acute phase 
| sis. Heart failure 005-01 } 2 months after re- 
Spleen 5 cm. below } | | lapse 
costal margin | | 
i4 48 M | Fair. Spleen 2 cm. 75 364 % 48 - -~ - | — Poor response. Per- 
below costal mar- | 0-1-0-15 
Zin Liver to emporarily im- 
umbilicus | proved by radio- 
| | therapy Died 6 
months later 
Spleen to pubis. | 
| Liver 6 cm. below | Died 
ce margin | onths la’ 
16 | 69 M | Poor. Heart failure. 10-5 198 Nil 0-2 — oral _— — Died before treatment 
Spleen at umbili- | = j effective 
cus. Liver 15 cm, | | | 
i below costal margin | 
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and a half years have been observed. The patient in the 
early stages of the disease is likely to respond better to 
treatment, but of three patients (Cases 8, 12, and 15) who 
had become refractory to radiotherapy, two, including 
one in the acute terminal stage (Case 8), were benefited 
by mercaptopurine 

No unpleasant side-effects have been observed, and 
evidence of serious bone-marrow depression has not 
followed prolonged dosage with mercaptopurine. The 
need for regular blood examination is, however, stressed. 


It k Dr. J. R. Nuttall, Director, Radiotherapy Department, 

! is General Infirmary, and the consulting physicians, Leeds 

& | Infirmary and St. James's Hospital, Leeds, for permission 

ly patients under their care I am also indebted to Dr 

I W Sutherland and D W. Goldie and the staff of thei 

iboratories at the above hospitals for their help in carrying out 
t 1 examinations 


AppENDUM.—-The patient in Case 6 has since died follow 
ing admission to hospital with widespread haemorrhage 
there was leucopenia and thrombocytopenia, and marrow 
depression secondary to mercaptopurine therapy seemed the 


likely explanation 
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Congenital adrenocortical hyperplasia is manifested as 
pseudohermaphroditism in females and macrogenito- 
somia praecox in males, both conditions being due to 
excess of adrenal androgens and being associated with 
increased urinary excretion of 17-ketosteroids. If the 
adrenal disturbance arises after the fourth month of 
foetal life, by which time the external genitalia have de- 
veloped, the result in the female is virilism, character- 
ized by hirsutism and hypertrophy of the clitoris. 
Wilkins and his colleagues (1950, 1951, 1952a, 1952b), 
the first to treat the condition with cortisone, observed 
a prompt fall in the 17-ketosteroid excretion and a strik- 
ing improvement in the clinical features. These changes 
are due to the inhibitory effect of cortisone on the secre- 
tion of corticotrophin, which is responsible for the 
hyperplasia and the excessive production of adrenal an- 
drogens (Bartter ef a/., 1951). The effects of long-term 
cortisone treatment of congenital adrenocortical hyper- 
plasia have been described (Wilkins ef al., 1952a, 1952b ; 
Goldberg, 1954), but there are few reports of such treat- 
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ment in patients in whom virilism developed later in life. 
Bishop er al. (1952), Hubble (1952), and Bastenie et al. 
(1953) have described cases treated for a short time with 
cortisone. 

Segaloff et al. (1955), taking advantage of the very 
slow absorption of hydrocortisone acetate when injected 
intramuscularly, described the beneficial effects of this 
preparation in adrenal virilism when injected as infre- 
quently as once a week or even once a fortnight 

More recently unsaturated forms of both corusone 
and hydrocortisone, known as prednisone and predaiso- 
lone respectively, have been produced. They are much 
more active than the parent steroids but have little or 
no effect on the blood electrolytes. Kupperman er ai. 
(1955) compared the effect of oral cortisone and predni- 
sone in the treatment of adrenal virilism and concluded 
that prednisone is the steroid of choice, since they found 
that it was three to four times more active than cortisone 
and did not induce sodium retention, 

The following four cases of virilism due to adreno- 
cortical hyperplasia are reported with particular refer- 
ence to the effects of treatment with cortisone, hydro- 
cortisone acetate, prednisone, and prednisolone 


Case 1 


The patient was a boy aged 3} years. Excessive growth 
of the penis and the appearance of pubic hair were observed 
when he was aged 2. On examination his height was 
3 ft. 6 in, (106.6 
cm.) and weight 
3 st. 3 Ib. (19 kg). 
The penis was en- 
larged and there 
was scanty pubic 
hair (Fig. 1); both 
testes were in the 
scrotum and were 
of normal size 
Radiological exam- 
ination of the skele- 
ton showed a bone 
age of II years. 
Radiological exam- 
ination of the pitu- 
itary fossa and 
tomograms of the 
adrenal regions 
were normal 
Serum sodium and 
potassium were 
normal, The daily Fic. 1.—Showing hypertrophy of penis 
17-ketosteroid ex- and slight pubic hair in Case | 
cretion over a 
period of ten days ranged from 11.9 to 25.6 mg. per 24 
hours (mean: 17.5 mg.). The intramuscular injection of 
100 mg. of cortisone acetate on three alternate days caused 
the 17-ketosteroid excretion to fall to 1.5 mg. per 24 
hours, thereby suggesting the presence of adrenocortical 
hyperplasia rather than a tumour. 

Treatment.—In September, 1954, treatment with cortisone 
was started in doses of 25 mg. by mouth three times daily. 
With this dosage the 17-ketosteroid excretion was main- 
tained at 1 to 3 mg. per 24 hours, but it rose to 7.2 mg. 
when the dose was reduced to 25 mg. twice daily. In 
January, 1956, the 17-ketosteroid excretion was 2.9 mg. per 
24 hours, the pagient having received cortisone, 25 mg. three 
times daily, continuously for the previous eighteen months 
without any toxic effects. 

Results.—During the period of treatment the height in- 
creased by 4 in. (10 cm.); the penis remained the same 
size and the pubic hair partly disappeared. 
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Case 2 

A girl aged 16 had been obese since early childhood. 
Menstruation began at the age of 11 and remained normal. 
During the past year there had been an increasing growth 
of hair on the face and back 

On examination she had generalized obesity, her weight 
being 12 st. 3 lb. (77.6 kg.). Facial hirsuties and male 
distribution of pubic hair were present. There was acne of 
the face and back. The external geniialia were normal, the 
clitoris was not enlarged, and pelvic examination revealed 
no abnormality of the ovaries. The daily excretion of 17 
ketosteroids ranged from 34.9 to 43.7 mg. per 24 hours 
(mean 39.4 mg.) 

Treatment.—To determine the effect of oral cortisone on 
the 17-ketosteroid excretion 100 mg. was given eight-hourly 
for five days; this caused the 17-ketosteroid level to fall 
from 40.5 to 17 mg. per 24 hours. When the treatment was 
stopped the level promptly rose to 34.5 mg. The administra- 
tion of 100 mg. of cortisone intramuscularly eight-hourl, 
tor five days caused the 17-ketosteroid excretion to fall to 
8.8 mg. per 24 hours by the fourth day. This observation 
confirms the finding that through its rapid absorption oral 
cortisone is not so effective in suppressing the secretion of 
corticotrophin as is intramuscular cortisone, which, being 
more slowly absorbed, has a more constant action. Intra- 
muscular cortisone was continued for a further four days 
in doses of 50 mg. twelve-hourly and then stopped. An 
interesting feature was that after stopping intramuscular 
cortisone the daily 17-ketosteroid level continued to fall to 
a minimum of 4.9 mg. one week later, rising to only 10 mg. 
after two weeks, and to 20 mg. after seven weeks without 
treatment 

Maintenance therapy consisted of the administration of 
cortisone by mouth at first in doses of 50 mg. six-hourly and 
subsequently in doses of 25 mg. twice daily. This treatment 
was continued for three months, and during this period the 
17-ketosteroid excretion was maintained at the satisfactory 
level of 6 to 7 mg. per 24 hours. 

In November, 1955, oral prednisolone, 5 mg. twice daily, 
was substituted for cortisone, and the 17-ketosteroid level fell 
further to 4 mg. per 24 hours. Treatment was then changed 
to prednisone, 5 mg. twice daily. From the Table it can be 


Efiect of Various Steroids on the Urinary 17-Ketosteroid 
Excretion in Adrenocortical Hyperplasia 


| Dos | 17-K.S. mg 


Case} Steroid Route . Frequency | 24 Hours 
No (me.) | (Mean) 
1 17-5 
| Cortisone IM 100 Alternate days 15 
' Oral 25 Twice daily 7-2 
25 | 3 times daily 30 
39-4 
Cortisone IM. | 100 | 8-hourly 49 
Oral | 25 | 3 times daily | 33 
- » | 25 | Twice daily 67 
Prednisolone 5 | 40 
Prednisone 68 
5 3 times daily 45 
Cortisone I.M 100 12-hourly 87 
Oral sO 6-hourly | 22-4 
Hydrocortisone acetate 1.M 250 Weekly | 20 
250 Fortnightly 64 
26-6 
Cortisone 1M 100 | 12-hourly 62 
Oral 50 6-hourly 18-6 
Hydrocortisone acetate | 1.M. | 250 | Weekly 74 
Prednisolone Oral | 10 | 6-hourly 2:7 
| 12-hourly 3-5 
a | 5 3 times daily 48 
| Prednisone on 5 a “ 63 


seen that this steroid was not quite so effective as predni- 
solone in equivalent doses and that 5 mg. of prednisone three 
times daily had approximately the same effect as 5 mg. of 
prednisolone twice daily. 

Results —Treatment has continued so far from August 12, 
1955, to April 12, 1956. During this period the acne on 
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the face and back had disappeared and menstruation has 
remained normal. There was no loss of facial hair after 
tour months of treatment, when it was removed by depilatory 
wax. Since then regrowth seems to have been retarded to 
some extent. 

Case 3 

A woman aged 20 gave a history of rapidly increasing 
hirsuties and obesity since the birth of her first child twelve 
months previously. 
Menstruation had 
been normal prior 
to the pregnancy ; 
she had had one 
period two months 
after delivery, and 
since then there 
had been amenor- 
rhoea. 

On examination 
she had generalized 
obesity, her weight 
being 14 st. 6 Ib. 
(91.6 kg.), and con- 
siderable hirsuties 
on the face, arms, 
and legs; pubic 
hair was of male 
type (Figs. 2 and 
3). Blood pressure 
was 140/65. There 
was no _ hyper- 
trophy of the Fic. 2.—Case 3. Showing facial hirsuties. 
clitoris. Radio- 
logical examination of the 
pituitary fossa and intra- 
venous pyclograms were 


normal, The glucose- 
tolerance curve and serum 
sodium and potassium were ; 


normal. The daily 17-keto- 
steroid excretion ranged 
from 23.5 to 27.6 mg. per 
24 hours (mean, 25.2 mg.). 
Curettage of the uterus 
produced only very scanty 
curettings of the endo- i 
metrium, which was in the 
resting phase. Intramus 
cular injection of cortisone 
in doses of 100 mg. twelve- 
hourly caused the 17-keto- 
steroid excretion to fall to 
8.7 mg. by the sixth day. 
Treatment. Treatment 
with 100 mg. of cortisone 
injected intramuscularly 
twelve-hourly was contin- 
ued for a total of twelve 
days and the 17-keto- 
steroid level was thereby 
maintained at about 10 mg. ” 
per 24 hours. Oral corti- [™ 
sone, 50 mg. six-hourly, 
failed to maintain this 
level, and the excretion 
rose to 25 mg. per 24 hours. Increasing the dose to 75 mg. 
six-hourly was also ineffective, the 17-ketosteroid output 
ranging from 15.8 to 22.5 mg. per 24 hours. Resumption 
of intramuscular cortisone, 100 mg. twelve-hourly, again 
caused a prompt fall to 5.1 mg. After 16 days, hydro- 
cortisone acetate was substituted in the dosage of 250 mg., 
injected intramuscularly at weekly intervals. After three 
weeks’ treatment the 17-ketosteroid level fell to the very 
low value of 2 mg. per 24 hours. Injections of 250 mg. 


Fic. 3.—Showing’ generalized 


obesity in Case 3 
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were therefore given at intervals of two weeks, and the 
resu z level wa etween 6 and meg 
Results.—Efflective treatment in the form of intramuscular 
= ¢ or hydrocortisone acetate has been given for six 
Within one month of resuming intramuscular cort 
sone enstruation returned and has continued to occur 
regular A second uterine curettage carried out eight 
weeks after the first produced abundant endometrium in,an 


oestrogenic phase There was no loss of the excessive hair 
ifter three months, and the patient thereupon removed the 
facial hair by shaving. One month later there was slight 
regrowth, and subsequently the patient considered that 


growth had been much retarded 


Case 4 

This patient, aged 19, complained of increasing growth 
of hair on the face and severe acne for the previous year 
Menstruation remained normal. On examination she was 
tall and thin, her height being 6 ft. O} in. (185 cm.). The 
breasts were small: there was excessive hair on the face 
and chest, and the 
pubic hair was of 
male distribution ; 
acne was present 
on the face and 
back (Figs. 4 and 
5) The external 
genitalia were nor- 
mal and pelvic ex- 
amination revealed 


no abnormality. 
Ihe daily 17-keto 
steroid excretion 


ranged from 24.8 
to 31.6 mg. per 24 
hours (mean, 26.6 
meg.) The intra- 
muscular injection 
of 100mg. of corti- 
sone twelve-hourl\ 


| for six days caused 

the 17-ketosteroid 

| excretion to fall to 

hic. 4.—Facial hirsuties in Case 4 6.2 mg. per 24 
hours. 

| Treatment Treatment with 


on oral cortisone, 50 mg, six-hourly, 
failed to maintain the low 17-keto 
steroid level, which rose to 18.6 
: mg. per 24 hours. Increasing the 
. dose after nine days to 75 mg 
six-hourly led to wide fluctua- 
j tions, ranging from 6.8 to 23.4 
me. while 100 mg. six-hourly 
maintained the excretion at about 
16 mg. per 24 hours. A percent- 
ige of this figure represents 17 
ketosteroids derived from the 
large amount of cortisone admin- 


istered 

Resumption of intramuscular 
cortisone, 100 mg. twelve-hourly, 
caused the 17-ketosteroids to fall 
promptly to 5 mg. per 24 hours. 
After four days intramuscular 
hydrocortisone acetate was sub- 
stituted in a dosage of 250 mg. at 
weekly intervals, This produced 
a 17-ketosteroid level of 7 to 10 
mg. per 24 hours. After four 
weeks, oral prednisolone was 
substituted in a dosage of 10 mg. 
six-hourly with an even more 
marked response, the level falling 
to 2.7 mg. Even when the dose 
was reduced to 5 mg. three times 


Fic. § Case 4 Show- 
ing height of patient 
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17-ketos.eroid level was only 4.8 mg. Substitution 


daily the 
prednisone in the same dosage of 5 mg. 


of prednisolone by 
a day produced a slight rise in excretion to 


three times 
6.3 mz. while with 5 mg. of prednisone four times a day 
the level fell to 4.5 mg. per 24 hours (see Table) 


Discussion 

Each of the patients described was regarded as suffering 
from virilism due to adrenocortical hyperplasia, since the 
high 17-ketosteroid excretion was rapidly reduced to normal 
by cortisone injected intramuscularly (Jailer et al., 1954). 
This response has been used as a measure of the inhibition 
of excessive secretion of corticotrophin, and it is apparent 
from the Table that there are considerable differences in 
the efficiency of oral cortisone in the four cases. In Case 1, 
a small boy with macrogenitosomia praecox, the dosage of 
oral cortisone required was 25 mg. three times daily. This 
is in accordance with the experience of Wilkins et al. (1952b). 
Similarly in Case 2, a girl aged 16 whose symptoms of 
virilism developed at about the age of puberty, only 25 mg. 
of oral cortisone twice daily was required to maintain the 
17-ke‘osteroid level at a figure below 8 mg. per 24 hours, 
the level recommended by Wilkins for older patients. On 
the other hand, in Case 3, in which the signs of virilism 
appeared after pregnancy, and in Case 4, in which signs 
also developed at a later age, oral cortisone was incapable 
ot depressing the 17-ketosteroid excretion to the required 
level of 8 mg. per 24 hours 

If very high doses of cortisone are given, as in Case 4, 
falsely high 17-ketosteroid figures are obtained, because 
these substances are partly derived from the cortisone 
administered. 

In Cases 3 and 4 hydrocortisone acetate injected intra- 
muscularly in doses of 250 mg. weekly or fortnightly was 
fully effective in depressing the output of 17-ketosteroids. 
Segaloff et al. (1955) observed that hydrocortisone acetate, 
when injected intramuscularly, is usually regarded as being 
relatively inactive on account of its very slow absorption, 
but this property is turned to advantage in the treatment of 
adrenal virilism, in which a sustained inhibition of cortico- 
trophin is required. 

In Case 2 oral prednisone proved to be about five times 
more active than oral cortisone in depressing the 17-keto- 
steroid excretion, while in Case 4 comparison is superfluous, 
since the response to oral cortisone was highly unsatisfac- 
tory. Judged by the depression of 17-ketosteroids in Cases 
2 and 4, prednisone appears to have approximately two 
thirds to three-quarters of the activity of prednisolone. The 
potency, however, of these two substances is so high that 
this slight difference has no significance. 

No toxic effects have been observed with any of the 
steroids employed in the treatment of these four patients. 
This is in contrast with 9-e-fluorohydrocortisone, which 
although an even more active inhibitor of corticotrophin, 
induces fluid retention and oedema so readily that its use 
in the treatment of adrenal virilism is impracticable 
(Kupperman et al., 1955). 

Although potent methods are now available for inhibiting 
the excessive secretion of corticotrophin in virilism due to 
adrenocortical hyperplasia, the clinical results in the older 
age group are not all that may be desired. Wilkins and 
others have indeed reported striking clinical improvement 
in children; and in older patients menstruation may be 
established, the acne may disappear, and breast development 
may be promoted, but the hirsuties, which is the greatest 
concern of these patients, usually fails to show any great 
improvement. In these older patients the justification for 
prolonged treatment depends upon the severity of the symp- 
toms. When the treatment is considered advisable, oral 
prednisolone or prednisone is the most effective and con- 
venient means of reducing the excessive 17-ketosteroid ex- 
cretion to normal; alternatively, hydrocortisone acetate, 
injected intramuscularly weekly or fortnightly, may be 
employed 
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Summary 


Four patients suffering from virilism due to adreno- 
cortical hyperplasia were treated with cortisone, hydro- 
cortisone acetate, prednisone, or prednisolone for 
periods ranging from six to eighteen months. Oral 
cortisone was effective in reducing to normal the 17- 
ketosteroid excretion in the two younger patients, aged 
34 and 16 years, but was ineffective in the two older 
patients, aged 19 and 20 years. 

Prednisone and prednisolone were the most active in 
depressing the 17-ketosteroid levels, prednisone being 
about five times more potent in this respect than oral 
cortisone and having from two-thirds to three-quarters 
of the activity of prednisolone. 

Hydrocortisone acetate injected 
weekly or fortnightly was also effective. 

Growth of excess hair was retarded to some extent ; 
acne disappeared in three patients in whom it was 
present; and menstruation was established in one 
patient with secondary amenorrhoea. 


intramuscularly 


We are indebted to Ciba Laboratories Ltd. for supplies of 
prednisone ultracorten *’). 
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Medical Memorandum 


Atria! Septal Defect with Mitral Stenosis 
(Lutembacher’s Syndrome) in a Woman of 81 


Longevity in any form of congenital heart disease is rare, 
but probably is most often met with in atrial septal defects 
associated with mitral stenosis (Lutembacher’s syndrome). 
Askey and Kahler (1950) describe the case of a man with 
this syndrome who lived to the age of 72 in spite of auri- 
cular fibrillation for the last 15 years. They also quote 
the classical case of Firket (1880), a woman who had eleven 
pregnancies and three abortions and died at the age of 74; 
and those of Bonnabel (1906), two patients who lived to be 
“over 70.” Sailer (1936) describes the condition in a man 
of 67, and Pyke and Symons (1951) in a man aged 72. 
Increasing interest in both geriatrics and congenital heart 
disease will probably result in the discovery of many more 
such cases, but meanwhile the following case of Lutem- 
bacher’s syndrome in a woman of 81 seems to be worthy 
of record. 
Case REPORT 

The patient was admitted to hospital on December 12, 
1954, with a diagnosis of “ bronchitis with heart failure.” 
Signs of heart failure first began to show in 1948 when a 
blood pressure of 180/110 mm. Hg was noted. In 1950 she 
had oedema of both legs and an apical systolic murmur was 
heard over the praecordium. The pulse was regular at that 
time. Albuminuria was noticed in 1951 and the regular 
doses of mersalyl she had been having were discontinued. 
In 1953 the legs again became oedematous and it was neces- 


sary to restart treatment with mersalyl. She had taken to 
her bed about a week before admission because of vague 
pain across the lower part of the chest and a distressing 
cough. Her previous history was otherwise unhelpful. She 
had no serious illnesses before 1948 and there was no his- 
tory of rheumatic fever. She had had six normal preg- 
nancies and no miscarriages. Three sons were alive and 
well, one son had died at the age of 18 months, and two 
daughters had died from “pneumonia” both at the age 
of 28. 

On examination she was sensible but depressed. There 
was slight cog-wheel rigidity at the wrists and her facial 
expression resembled that of early Parkinsonism. She had 
no oedema, anaemia, or clubbing of the fingers, and her 
pulse was irregular at a rate of 96 per minute. The apex 
beat could be felt in the axilla and a loud systolic murmur 
heard over the apex. The blood pressure was 180/120 
mm. Hg. A few scattered dry sounds were heard in the 
chest and fine moist sounds over the lower lobe of the right 
lung. There were no other abnormalities on systemic exam- 
ination. The urine showed a trace of albumin and scanty 
hyaline and granular casts. Radiography of the chest was 
reported on as follows : “ The transverse diameter ratio is 
14/22 cm. The enlargement of the heart is mainly to the 
left, and the middle portion of the left border shows a 
smooth convexity. The aortic knuckle is enlarged and shows 
atheromatous calcification. The right hilar shadow is 
markedly increased, the left hilar shadow being concealed 
by the cardiac outline.” 

In spite of treatment the congestion of the lungs became 
progressively worse and she died on January 5, 1955. 

Post-mortem examination was restricted to the thorax 
and abdomen. There was hypertrophy of the left ventricle ; 
the right auricle was dilated and the left auricle normal. 
Of the valvular openings only the mitral showed macro- 
scopic changes ; severe stenosis was present admitting the 
tip of the little finger. The mitral ring was calcified in part. 
In the interatrial septum was a roughly circular defect 
measuring 2 cm. across. The aorta was of normal size and 
atheromatous. The pulmonary artery was dilated and 
showed a little atheroma, the right branch being partly 
occluded by an organized ante-mortem thrombus thought 
to be a few weeks old. The bronchi showed chronic 
inflammatory changes and both lungs were very oedematous, 
the right one with several superficial infarcts. The kidneys 
were of equal size, scarred and atrophic, with atherosclerosis 
of the vessels. The left renal artery was partly occluded by 
a large atheromatous plaque. There were no other changes 
of note. 

Lire EXPECTANCY 

McGinn and White (1933), in reviewing 24 patients with 
atrial septal defect and mitral stenosis, found the average 
age at death to be 35 years. Roesler (1934), examining 62 
patients with atrial septal defect 30 of whom had definite 
mitral stenosis in addition, found the expectancy of life to 
be 36 years. In spite of this there are examples on record 
to show that the septal defect may coexist with mitral 
stenosis and the patient live a tolerable life well beyond 
this expectancy. The patient described brought up a family 
of six children and lived a very active life for 75 years 
before signs of heart failure appeared and from which she 
died six years later. How such a combination of lesions, 
both of which may be of a severe degree, can allow of such 
a long and useful life is ill understood. 


I have to thank Dr. N. S. Twist for the past history of the 
patient, Dr. A. M. Fraser for the radiological report, Dr. E. L. 
Simons for the post-mortem examination, and Dr. Jean Burnett 
for help with the literature. 


LEONARD ROSENTHAL, M.D., 
Physician, Geriatric Unit, 
Wakefield and Pontefract Hospital Groups. 
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didactic analysis. As might have been anticipated both by 
Freud and by Dr. Wortis, who have been an 
opinionative young man with a considerable anti-Freudian 
bias, the attempt was abortive, as indeed can be gathered 
from the author's concluding survey of the field of psycho- 
therapy, in which he expresses quite unchanged opinions 
The book comprises a day-to-day account of his analysis, 
sufficiently condensed to compel the reader often to read 


seems to 
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Reviews 
PAVLOV’S WORKS 
l. P. Pavio Selected Works. Edited under the supervision 
of Ki S. Koshtovants (Pp. 653 10s. 6d.) Moscow 
Foreign Languages Publishing House 1955 


The time has come for a serious revaluation of the works 
and teachings of Pavlov at the hands of an experienced but 
When Pavlov’s early papers were 
first translated into English they were received in Britain 
and America with interest, enthusiasm, and even acclaim 
Indeed, it can almost be asserted that Pavlovian ideas were 
for a long time better known and appreciated abroad than 
The situation has changed over the 
last two or three decades. From an attitude of semi-neglect 
the Russians have now identified themselves with Pavlovian 
researches which have extended far beyond the confines ol 
physiological observation. They have become a philosophy, 
a substitute for psychology, and an integral part of dialec- 
tical materialism. In Russia to-day, and probably in the 
satellite countries too, ideas of cerebral function have been 
canalized into a rigid behaviouristic pattern of reflexology. 
to the utter neglect—and disapproval—of anything which 
smacks of a dynamic way of thinking 

This present volume of selected addresses and papers 
merely increases the confusion of the Western reader. The 
papers are well printed and have been annotated in a use- 
ful, if mot indeed a revealing, fashion. Both in these 
ippendices and in the reports of Pavlov’s Wednesday dis- 
courses We read so many trenchant digs at so many great 
figures of neurology and psychiatry that we pause aghast. 
Of Kretschmer, for example, we read * Like all bourgeois 
psychologists and psychiatrists, he ignores the influence of 
social environment on man. He is an adherent of the anti- 
scientific Morganist anthropo-genetics.”. Spearman’s “ ideal- 
istic point of view™ is said to characterize the vitalist con- 
ception of this bourgeois psychologist with regard to the 
intellect. Gestalt psychology is described as a “ reaction- 
ary trend in contemporary bourgeois psychology.” Henri 
dubbed a “reactionary French philosopher- 
idealist” of “erroneous views.” William James is called 
the founder of the “so-called philosophy of pragmatism, 
an idealistic system close to empirio-criticism, but possessing 


critical neurophysiologist 


in bis OWN country 


Bergson is 


typical traits of the ideology of American capitalism.” Nor 
do Sherrington and Lashley escape castigation. One whole 
Wednesday discussion 1s devoted to Sherrington’s Brain 


and its Mechanism, and Pavlov becomes distinctly nettled. 
“Gentlemen, can any one of you, who has read Sherring- 
ton’s booklet, say anything in defence of the author? I 
believe that this ts not a matter of some kind of misunder- 
standing, thoughtlessness, or misjudgment. I simply suppose 
that he is ill, although he is only 70 years old, that these 
are distinct symptoms of old age, of senility.” 

And so it goes on tn bewildering acrimony. Which of us 
is sane? Pray, will not some informed polemist enlighten 


US MACDONALD CRITCHLEY. 


CONDUCT OF PSYCHO-ANALYSIS 
Fragments of an Analysis with Freud. By Joseph Wortis 
(Pp. 208+x. 24s.) New York: Simon and Schuster. 1954 
Distributed in London by the Mayflower Publishing Co. Ltd 
1956 
This book will appeal not only to psycho-analysts but to 
psychiatrists, general psychologists, and lay readers who are 
wishful to know more of the conduct of a psycho-analysis 
It will also appeal to those opponents of psycho-analysis who 
nevertheless would like to gather something of the person 
ality of Freud. In the last resort it will intrigue and prob- 
ably annoy admirers of Havelock Ellis, to whom frequent 
reference is made both by the author and at the time by 
Freud 

In 1934 Dr. Wortis, a young neuropsychiatrist with 
interests in social psvchology, embarked on a four-months 


between the lines, but high-lighting the verbal exchanges 
between analyst and analysand, which, not surprisingly, 
centred on Freud’s part round the theme of narcissistic 
resistance, and on Wortis’s part round the theme of analyti- 
cal counter-resistance. In spite of this polemical handicap 
the author has succeeded in collecting a series of character- 
istic Freudian aphorisms which the reader, according to his 
predilection, will find either shrewd or partisan. 
Psycho-analysts will discover much food for thought in 
this book, in particular regarding the problem of the didactic 
or training analysis. For it is clear that the author's lack of 
symptomatic openings and his wealth of character traits were 
largely responsible for the failure of his analysis. They 
will also be interested in the combination of reserve and 
freedom of personal expression with which Freud con- 
ducted this particular analysis—a refreshing contrast to the 
more ritualistic neutrality with which analyses are conducted 


in most countries nowadays Epwarp GLOVER 


CHRONIC ALCOHOLISM 


Etiology of Chronic Alcoholism. Edited by Oskar Diethelm, 


M.D. (Pp. 229+x. 50s.) Springfield, Illinois: Charles C 
Thomas. Oxford: Blackwell Scientific Publications. 1955 
With a foreword in rather general terms by Dr. Diethelm 


as editor, this book consists essentially of the accounts of 
four pieces of research—clinical, biochemical, genetical, and 
anthropological. Of these by far the most interesting is the 
biochemical. The clinical investigation, by Dr. M. J 
Sherfey, shows no more than that the great majority ot 
chronic alcoholics suffer from no well-defined and discrete 
psychiatric syndrome, though schizophrenics, manic-depres- 
sives, and others may be included in their number. The 
predominant abnormality is that of a psvchoneurotic or 
psychopathic personality, so various in its forms that it defies 
any attempt at unified description. 

The genetical investigation, in the expert hands of Pro- 
fessor Manfred Bleuler, showed marked similarities in find- 
ings tn parallel series in New York and Zurich. There was 
no excess of major abnormalities, such as psychoses, in the 
other members of the families of these patients, though there 
was an excess of alcoholism. About a quarter of the 
patients themselves, Professor Bleuler thought, showed 
evidence of endocrinological abnormalities such as a ten- 
dency to hyperthyroidism, In a high proportion home back- 
grounds were disturbed and relationships with parents un- 


satisfactory. As parental attitudes are classified as “too 
strong,” “too weak,” “too distant,” “ ambitendent,” or 


“ overaccepting,” it will cause little surprise that few paren‘s 
could pass the high standard of normality set. 

The anthropological study, by Dr. M. L. Barnett, is an 
interesting demonstration that the Chinese of New York's 
Chinatown are remarkably free from alcoholism. This is 
true even of the young, and is attributed to the persistence 
of “ the fundamental expectations and obligations of Kwang- 
tung culture,” even though it is surrounded by the American 
way of life. 

In the biochemical section Dr. Fleetwood demonstrates, 
by their effect on such preparations as rabbit duodenum, the 
occurrence of a noradrenaline-like “ anxiety substance,” a 
cholinergic-like “ tension substance,” and a “ resentment sub- 
stance” in the blood of alcoholic and other psychiatric 
patients subjected to the appropriate emotions. The “ ten- 
sion substance ” disappeared in alcoholics after the ingestion 
of alcohol, and was reduced in others. The “resentment 
substance,” which was higher in alcoholics than in others, 
was also significantly reduced after the administration of 


alcohol. SLATER. 
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Shortening the road to recovery 


Among the legacies of shock, injury, burns, surgery, severe infection and 
other conditions of extra-ordinary physiological stress is a period when the 
body’s defences are severely taxed. In such conditions tissue depletion of 
ascorbic acid and the B-complex vitamins often occurs, hindering 
antibody production and tissue repair. Such situations can be safely 
surmounted with Srresscaps—the new LEDERLE formula combining five 
essential factors in effective therapeutic amounts. One or two capsules 
daily will usually overcome the vitamin deficiency and prove the real 


value of STREsscAPs in shortening the road to recovery. 


STRESSCAPS 


TRADE MARK Stress Formula Vitamins Lederle 


Each capsule contains: THIAMINE MONONITRATF, 10 ME; RIBOPLAVINE, 10 Mme; NIACINAMIDE, 100 meg; hs 


ASCORBIC ACID, 900 Me; FOLIC ACID, 5 me. In bottles of 70, 


LEDERLE LABORATORIES DIVISION 


(yanamid PRODUCTS LTD. LONDON, W.C.2 
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“Versatile stuff, aspirin— 
I see the rheumatism boys 
now say it’s as good as cortisone,” 


“Yes, but nobody yet seems 
to know how it works 
or even its site of action.” 


“Some professor suggested 
the analgesic effect of salicylates 
might be peripheral,” at tissue level, 


not central as we were taught.” 


“Could be. That reminds me—some firm has put up a new 

skin-penetrating salicylate in a vanishing cream 


— 


for local tissue pain by inunction.” 
“Does it work ? And isn’t it irritating ?” 
“Yes and no. I've used it and it works well, 
even in osteoarthritis. It’s not irritating at all, 


just a means of using salicylate locally.” 


‘Sounds promising. I'd like to try it. What is it called?” * Proctitioner, 170, 515 (952 


Algesal 


non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers: 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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PREMATURITY AND INTELLIGENCE 


One of the major causes of infant deaths, though per- 
haps ill-defined pathologically, is prematurity. Great 
efforts are now being made to increase the number of 
prematurely born children who survive, and it is im- 
portant to know to what extent the survivors will be 
intellectually handicapped. Reviews of the studies 
made hitherto show that their findings are conflict- 
ing.’ * Often this is because the study has not been 
carefully planned to allow for such factors as social 
Status, birth order, and maternal age. In one British 
series C. Ascher’ found that the average intelligence 
quotient was below 90 for those with a birth weight 
of below 4 Ib. (1.8 kg.), but no correction was made 
for family size or social status. Ascher and J. A. 
Fraser Roberts,’ approaching the problem in another 
way by a large-scale school survey, found that there 
was an excess of light and especially of very light birth 
weights among children who were backward or defec- 
tive. This excess was independent of the degree of 
mental defect ; however, it was only such as to indi- 
cate that about 10°, of the children with very low 
birth weights (less than 3.25 Ib. (1.47 kg.) in boys and 
2.75 Ib. (1.25 kg.) in girls) are defective. 

A recent well-controlled survey has been reported 
from Baltimore by H. Knobloch and her colleagues.* 
Ihe follow-up was limited to nine months and the 
estimate of intelligence was made on the Gesell test. 
There were 500 single-born premature infants in the 
survey and 492 single-born controls matched by birth 
order, social class, and race. The incidence of neuro- 
logical abnormality was 8.2°, in the prematures and 
1.6% in the controls, but the estimated mental defici- 
ency (borderline defect and defect) was 2.6%, not 
significantly higher than the rate of 1.694 found in the 
controls. As in other studies it was found that the 
really small infants had the poorest prognosis ; 8.8% 
of the 57 weighing 1,500 g. (3.3 Ib.) or less at birth 
were considered defective, 5.3% borderline defective, 


1 Ascher, C., British Medical Journal, 1946, 1, 793. 

? Alm, I., Acta paediat. (Uppsala), 1953, 42, Suppt. 94. 

* Ascher, C., and Roberts, J. A. F., Brit. J. soc. Med., 1949, 3, 56. 

* Knobloch, H., Rider, R., Harper, P., and Pasamanick, B., J. Amer. med 
Ass., 1956, 161, 581. 

® Douglas, J. W. B., British Medical Journal, 1956, 1, 1210. 

* Cawley, R. H., McKeown, T., and Record, R. G., Amer. J. hum. Genet., 
1954, 6, 448. 

7 Morton, N. E., Ann. hum. Genet., 1955, 20, 125. 

* Tanner, J. M., Healy, M. J. R., Lockart, R. D., McKenzie, J., and White- 
house, R. W., Arch. Dis. Childh., 1956 (in press) 

* Lowe, C. R., and Gibson, J. R., Brit. J. prev. soc. Med., 1953, 7, 78. 


and 3.5% defective of type unclassified. The value 
of the Gesell test in recognizing mental defect as 
measured later by intelligence tests is limited ; but 250 
of the children have been re-examined at the age of 3, 
and in this group the correlation between the Gesell 
score and the test of intelligence quotient was reason- 
ably good, being +0.5. The worth of the survey will 
be much increased if all the subjects are retested at 
school age. The authors note that they have not 
attempted to relate complications of pregnancy to 
their findings. 

It is impossible to read this and similar studies with- 
out some dissatisfaction with the lumping of all types 
of prematurity into one group. It is not the fault of 
the authors of the studies reported, since clinically no 
better grouping than that of weight alone has been 
found. On general grounds one might expect babies 
who are born light in weight to include at least three 
groups: those who are light because of the influence 
of their mother’s size ; those whe are light because 
pregnancy has for one reason or another ended early ; 
and those who are light because they have suffered 
some handicap to their intrauterine development. 
There is no apparent reason why the first group should 
be mentally handicapped except in so far as there is 
a small positive correlation between I.Q. and stature in 
the community. The second group, too, should not 
be handicapped except in so far as their éarly birth ex- 
poses them to birth injury. The third group might 
well be mentally handicapped. The first study which 
attempts to evaluate the influence of these different 
causes of prematurity on intelligence is that by 
J. W. B. Douglas® on a representative sample of the 
premature children from the Maternity Survey of 1946 
when they reached the age of 8. These children were 
compared with well-matched controls from the same 
survey. This report shows strikingly the importance 
of the distinctions by mother’s size, and by whether 
the pregnancy was complicated by toxaemia, ante- 
partum haemorrhage, or induction. When the pre- 
maturity was associated with complications of preg- 
nancy the children were on the average less retarded 
than when there were no such complications. The 
only children in the series who were as a group heavily 
handicapped in intelligence were those born after a 
pregnancy in which there had been no complications 
and the mother was heavier and larger than the 
mother of the control child. In contrast the pre- 
mature children who were born to mothers smaller 
and lighter than the mother of the control child, and 
after an uncomplicated pregnancy, were not signifi- 
cantly retarded in the intelligence or vocabulary test, 
though probably so on the mechanical reading test. 
It would have been instructive to have the intelligence 
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scores of the premature children related more directly 
to the mother’s height and weight. Dr. Douglas refers 
to these small but usually normal children of small 
mothers as “ genetically ” small. He deliberately puts 
genetically in inverted commas. There is now good 
evidence that the correlation between the mother’s size 
and the baby’s birth weight is not genetic in the sense 
of being due to genes transmitted by the mother to her 
baby. If it were one would expect an equal influence 
of the father’s genes on his children’s birth weight. 
There is no relation between the father’s height and 
his child’s birth weight,” and in addition the correla- 
tion in birth weight between paternal half-sibs is near 
zero The father’s genes do certainly influence the 
size of his children when fully grown and also, pre- 
sumably, at school age. This finding agrees with a 
recent observation by J. M. Tanner* and his co- 
workers that, though there is considerable correlation 
between the child’s height measured at the age of 3 
years and his or her full adult height, there is little 
correlation at birth. It agrees, too, with the findings 
that a child’s gain in weight in the first few years is 
independent of his birth weight." 

Further research is needed along the lines indicated 
by Douglas to attempt to assign premature children 
more accurately to the three groups: light in assccia- 
tion with mother’s smallness, light because of an in- 
complete gestation, and light because of some handi- 
cap of intrauterine growth. Further, it is important to 
get some idea of the relative numbers of each at 
different birth weights. The relatively poor outlook 
for the very small babies found by several observers 
may be because groups of such babies contain more in 
the third category. 


POLYCYTHAEMIA VERA 

It is now generally accepted that polycythaemia vera 
is a hyperplasia of red-cell tissue in the bone marrow 
allied to the leukaemias and other malignant 
lymphomas'* and that, while the course of poly- 
cythaemia is usually benign, the disease leads to 
definite shortening of the expected life-span." The 
cause of death is haemorrhage or thrombosis in 
approximately 50 
heart failure, or unrelated disorders accounting for 
the rest.° * The predisposition to thrombosis 
probably depends on the increased volume and 
viscosity of the blood and the associated thrombo- 
cythaemia. The cause of haemorrhages and the 
association of polycythaemia vera with peptic ulcer 
remain obscure, though qualitative defects of platelets 
may play a part in the former as in other hyperplastic 
disorders of the bone marrow.° 

Treatment of polycythaemia vera by intravascular 
destruction of red cells is now of historical interest 


of cases, leukaemia, congestive 
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only, and therapy is confined to repeated venesections 
or the use of agents which depress function of the 
bone marrow. Sporadic venesection, while con- 
tributing to the blood banks, is of little value to the 
patient, since the red cells are rapidly restored and the 
thrombocythaemia may be accentuated. Systematic 
venesection, by contrast, often results in a relative 
iron-deficiency state in which the patient’s haemo- 
globin is normal but the haematocrit remains raised. 
Venesection also leaves untouched the associated 
thrombocythaemia and abnormality of the white cells. 
For these reasons it has a limited value as the sole 
treatment of polycythaemia, but the value of initial 
large venesections before giving a bone-marrow 
depressant has been clearly established.” * * 

Before 1938 x-irradiation to the long bones, spleen, 
or whole body was the treatment of choice. The 
introduction of radioactive phosphorus (**P) enabled 
treatment to be reduced to a single intravenous injec- 
tion repeated at intervals, and this has now become 
the established procedure. Other chemotherapeutic 
agents such as triethylene melamine have been tried, 
but they have all been abandoned as less reliable than 
radioactive phosphorus. J. H. Lawrence and his 
colleagues,’ the pioneers of treatment with °’P, 
reported their results in 1953. The median survival 
time in their series of 201 patients was 13.2 years, 
compared with 6.7 years with other forms of therapy. 
They attributed the lower incidence of both 
haemorrhage and thrombosis in patients treated 
with “*P to the better control of both the eryth- 
raemia and thrombocythaemia, and a_ similar 
reduction of vascular accidents has been reported by 
C. F. Stroebel and his colleagues’ in 241 cases. The 
advantages of “*P have been confirmed by J. B. Har- 
man and his colleagues’ and by R. Bodley Scott* in 
Britain and by several authorities’ in the U.S.A. 
Elsewhere in this issue (p. 1343) Dr. O. FitzGerald 
and his colleagues in Dublin report the successful con- 
trol with **P of polycythaemia in a case of the Budd 
Chiari syndrome. 

rhe association of irradiation with the development 
of leukaemia and the occurrence of leukaemia in 
cases of polycythaemia vera raises the question 
whether treatment with *’P results in a_ higher 
incidence of leukaemia. The numerous reports on 


* Dameshek, W., Blood, 1951, 6, 372 

* Hutt, M.S. R., Pinniger, J. L., and Wetherley-Mein, G., ibid., 1953, 8, 295 

* Lawrence, J. H.. Berlin, N. L., and Huff, R. L., Medicine (Baltimore), 1953, 
32, 323 


* Stroebel, C. F., Hall, B. E., and Pease, G. L., J. Amer. med. Ass., 1951, 
146, 1301 

* Videbaek, A., Acta med. scand., 1950, 138, 179. 

* Hardisty, R. M., and Wolltf, H. H., Brit. J. Haemat., 1955, 1, 390 

* Harman, J. B., Hart, P. L. de V., and Ledlie, E. M., British Medical Journal, 
1955, 1, 930 

* Bodley Scott, R., ibid., 1953, 1, 1128. 

* Lawrence, J. H., Rosenthal, N., Stickney, M., and Wasserman, L. R 
Blood, 1955, 10, 655-661. 

** Schwartz, S. O., and Ehrlich, L., Acta haemat., 1950, 4, 129. 
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19 Isaacs, R., J. Amer. med. Ass., 1954, 156, 1491. 


Dec. 8, 1956 


the association of these two disorders are complicated 
by disagreement on the relationship of leukaemoid 
blood pictures to leukaemia and by lack of com- 
parable series with and without irradiation.'’ In the 
large series of cases treated with “*P by J. H. 
Lawrence* and C. F. Stroebel‘ there was no 
evidence of an overall increase in haematological 
complications, including leukaemia and leukaemoid 
reactions. Their figures, however, suggest that there 
is a slight but definite increase in the incidence of the 
acute type of granulocytic leukaemia with this 
therapy. W. S. Tinney and his colleagues'' have 
pointed out that leukaemia or leukaemoid reactions 
occur more often as age increases, and thus the more 
widespread use of **P with consequent longer survival 
times may lead to an increase in cases. 

At present the only other disadvantages of treatment 
with **P are that it is available only in special centres 
and that occasional cases seem to be relatively resis- 
tant and require large doses.* *’ Therefore the trial of 
other chemotherapeutic agents is still worth while if 
only for use in these resistant cases. H. Kleinfelder 
and H. Bracharz'* have reported on the use of a weak 
anti-folic acid compound—2 : 4-diamino-5 p-chlor- 
phenyl, 6-ethylpyrimidine (pyrimethamine) in five 
cases of polycythaemia vera and one of polycythaemia 
with myelofibrosis. A similar small series of six cases 
was reported by R. Isaacs,'* in 1954. The results of 
these two series are essentially similar in that remis- 
sions were obtained, with falls in red-cell, white-cell, 
and platelet counts, with minimal toxic symptoms, 
the treatment resulting in changes in the marrow and 
peripheral blood similar to those seen in folic-acid 
deficiency. Unfortunately both these series of cases 
were followed only for a few months, and the favour- 
able response and absence of toxic effects contrast 
with the findings of L. R. Wasserman,” who reported 
toxic effects in 50°, of cases and beneficial results in 
only 20%. The conflicting results with pyrimetha- 
mine suggest that it will not become a drug of great 
importance in the treatment of polycythaemia vera. 
“P combined with venesection, despite the possible 
risk of an increased incidence of leukaemia, remains 
the treatment of choice for the majority of cases. 


PENICILLIN V 


When we last referred' to penicillin V (phenoxymethyl 
penicillin) it had been in extensive clinical use only in 
Austria, the country in which its peculiar property of 
acid resistance was first recognized and exploited. Else- 
where investigators were at the stage of confirming that 
this property, by eliminating the destructive effect of 
gastric acid, ensures regular absorption after administra- 
tion by the mouth, although the amount excreted in the 
urine is only about 25%, of the dose given, and absorp- 
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tion is therefore presumably far from complete. It was 
found that the blood levels attained after giving peni- 
cillin V by mouth were higher and better sustained than 
those from the same dose of penicillin G, and the results 
of therapeutic trials in acute and fully susceptible infec- 
tions were such as to encourage an attempt at harder 
tasks. Among these, few are more difficult and none 
more critical than the treatment of subacute bacterial 
endocarditis, yet the drug has been tried for this pur- 
pose and seems to have achieved results comparable to 
those obtained by parenteral administration. E. L. 
Quinn and his colleagues’? used a dose of 2,000,000 units 
at four-hour intervals, which maintained the blood level 
at 5-8 units per ml. ; six weeks of this treatment cured 
two patients infected with penicillin-sensitive strepto- 
cocci, but another patient had to be given streptomycin 
in addition, and in a fourth the treatment failed. A 
single success from only two weeks’ treatment with half 
this dose, but supplemented for part of the course with 
streptomycin, is reported by W. J. Martin, D. R. 
Nichols, and F. R. Heilman.* Among abstracts of com- 
munications to the recent Symposium on Antibiotics in 
Washington which have reached us is a report by F 
Cox, J. M. Colville, J. Truant, and E. L. Quinn that 
they have now been successful in the treatment of 13 
out of 14 cases of this disease. They also give particu- 
lars of the increase in blood concentrations which can 
be obtained by administering probenecid benemid 
and make the striking statement that when so reinforced 
penicillin V “results in serum concentrations 3.2 to 3.8 
times greater” than those given by penicillin G and 
probenecid. These reports include one by P. F. Wehrle 
and his colleagues, of Syracuse, on satisfactory results 
from the treatment of scarlet fever in children, including 
the rapid elimination of the organism from the throat, 
and another by H. B. McWhorter and his colleagues, 
of Cincinnati, on the treatment of lobar pneumonia, in 
which moderate doses produced an excellent response 
in 33 and an adequate one in 6 more of a total of 42 
patients, many of whom were severely ill. These find- 
ings indicate no actual superiority of effect over other 
forms of treatment ; indeed, the efficacy of half a dozen 
different antibiotics in treating these acute and highly 
sensitive infections is such that to assign them an order 
of merit is wellnigh impossible. What they do seem 
to mean is that oral penicillin V is as reliable as peni- 
cillin by injection, besides being painless. 

A more effective oral preparation could also be use- 
ful in the long-term prophylaxis of rheumatic fever, and 
this consideration led Drs. E. J. Holborow and E. G. L. 
Bywaters and Mr. G. D. Johnson to carry out the study 
of absorption in children which they report on p. 1338 
in this issue. They gave equivalent amounts of peni- 
cillins G and V and determined the blood levels attained 
at intervals after a single dose. There was little differ- 
ence after one hour, but the mean levels with penicillin 
V were considerably higher after three and five hours. 
They also studied the effect of relationship of the dose 
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to a that both forms were better 
absorbed when given after a meal. This finding accords 
generally with those of W. F. Jones and M. Finland,‘ 
except that these workers found that results differed 
according to whether the tablet of G was buffered and 
that of V was made so as to disintegrate 
or slowly. It is possible that the results of 


meal, and found 


whether 
rapidly 
Holborow and his colleagues underrate the eflicacy of 
penicillin They of Str. 
their assay and state the minimum inhibitory concen- 
It cannot be assumed 


strain pyogenes 


used a 
tration for it only of penicillin G 
that an organism is equally sensitive to both of these 
forms of penicillin. W. J. Martin, D. R. Nichols, and 
F. R. Heilman’ found that staphylococci were often 
more, and organisms of four other species sometimes 
than to G. W. Zischka® confirms 
that staphylococci are often more sensitive to V, and 
idds the finding that strains of Sw 
viridans are either equally sensitive to both or more so 
to G : in tube-dilution tests with 11 strains of the former 
species all but one showed such a difference. This is a 
factor which needs to be taken into account in biologi- 


less, sensitive to \ 


pyogenes and Str. 


cal assay ; it may even be of some slight consequence in 


therapeutics 


THE NEGLECTED NOSE 


Ihat the sense of smell may vary considerably is a 
matter ol everyday experience, but how it 
varies, and the physical and psychological features 
of its variations, are problems that the experi- 
mental physiologist has hardly touched on This 
is mainly because of the inherent difficulties in 


the experimental approach, but also because of the 
rather insignificant role that this sense plays in the main 
Physiology, though it can stand on its 
a branch of science, has its roots in medicine, 


business of life. 
own as 
and the main direction of its progress is apt to be laid 
interest in himself—his normal and 
This neglect of the chemical 


down by man’s 


pathological behaviour. 


senses —as the senses of smell and taste are called—may 
turn out to be unfortunate for the development 
of physiology as a whole, since in the olfactory 


epithelium we have nerve cells that exhibit a remarkable 
sensitivity to changes in their chemical environment. 
Concentrations of odoriferous substances that may be so 
small as to escape detection by the most refined chemical 
techniques may cause these nerve cells to discharge and 
evoke Modern 
neuromuscular and synaptic transmission, invoking as 


well-defined sensations theories of 
they do the stimulating action of fantastically low con- 
centrations of such chemical mediators as acetylcholine 
and adrenaline, beg the question of just how the nerve 
and muscle cell may respond to minute changes in their 
chemical environment, changes as minute as those that 
we know can be effective in causing an olfactory cell to 
discharge Again, the whole field of endocrinology 
becomes intelligible only on the assumption that the 
behaviour of cells of many different types may be 
influenced by minute changes in concentration of the 


1 Sem-Jacobsen, C. W.. et al., Amer. J. med. Sci., 1956, 232, 243. 
Moncrieff, R. W.. J. Physiol., 1956, 133, 301. 
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chemical substances called hormones. Thus, if the paths 
of physiological research were dictated by the needs of 
the science as a whole, the sense of smell would be in the 
forefront of investigation, while the sense of vision 
would play the Cinderella role that olfaction now 
enjoys. 

In vision, the sensations produced by varying the 
wavelength of light can be classified as being charac- 
teristicaily different—for example, red, orange, yellow— 
and any of the large variety of colour sensations can 
usually be placed in one of these categories. Attempts 
have been made to classify the odours correspondingly. 
Thus H. Zwaardemaker thought all odours could be 
accommodated in the following nine classes: ethereal, 
aromatic, balsamic, ambrosial, alliaceous, empyrumatic, 
caprylic, repulsive, and nauseating. Again, in colour 
vision, according to the trichromatic theory, any of the 
almost infinite variety of colour sensations can be 
imitated by projecting into the eye mixtures of only three 
primary wavelengths of light ; in other words, however 
complex a physical stimulus, its effects may be imitated 
by a relatively simple one. This finding has naturally 
suggested that our sensations of colour are likewise 
combinations of three primary colour sensations. 
Corresponding with this, investigators into olfaction 
have stated that all odours are essentially combinations of 
relatively few primary sensations. N. Henning, for 
instance, thought that there were six—namely, spicy, 
flowery, fruity, resinous, burnt, and foul. But, as their 
names imply, these primary sensations were not 
attributed to six corresponding well-defined chemical 
stimuli: for example, no pure substance capable of 
evoking a pure sensation of foulness was cited. Never- 
theless, the notion that a given odoriferous sensation 
may be treated as the combination of a relatively limited 
number of modalities of sensation seems essentially 
reasonable, and Lord Adrian’s work on the response of 
the mitral cells in the olfactory bulb to chemical 
stimulation of the olfactory epithelium provides some 
support for the view. Thus, a given mitral cell would 
exhibit a definite “ preference ” for one type of chemical 
substance, in the sense that its threshold for this type 
would be much lower than for other types ; altogether 
ten classes of mitral cell could be distinguished 
according to their responses to different chemical types 
of stimulant. The theory of a “ spectrum of electric fre- 
quency ” in the olfactory bulb is claimed to be supported 
by some data recently reported by C. W. Sem-Jacobsen 
and his colleagues.' By means of micro-electrodes in 
the olfactory bulbs of psychotic patients they found that 
different odours, when smelt, evoked different electric 
responses. On the other hand, some experiments by 
R. W. Moncrieff? point rather the other way. He got 
subjects to sniff at pairs of substances with similar 
odours, but found that adaptation to one odour hardly 
raised the threshold of the sense of smell to the other. 

Unfortunately, however, we are still far from being 
able to relate the chemical or physical nature 
of the stimulus with the nature of the sensation 
evoked; substances with indistinguishable odours 
may not necessarily be related in the slightest 
degree chemically. Doubtless there is no single factor 
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determining whether a substance will have a certain 
odour. In view of the extremely low concentrations at 
which the odoriferous substances may be effective, it 
seems reasonable to assume that they act by attaching 
themselves to the surface of the olfactory cell, and 
presumably the olfactory cells differ among themselves 
in the nature of their surface membranes, so that one 
type will respond to one odoriferous substance and 
another to a different substance. Why the mere presence 
of a substance on the cell membrane should cause it to 
discharge is not known; could we even hazard a 
reasonable guess we should be just so much nearer the 
solution of the more general problem of chemical 
transmission and hormone action. 


SUPPLY OF BODIES FOR DISSECTION 


Figures provided by H.M. Inspector of Anatomy show 
that, while in Britain as a whole the minimum needs 
of medical schools for bodies to dissect are being met, 
the supply is seriously uneven. Scotland fares specially 
badly. The schools at Cambridge, Liverpool, New- 
castle, Glasgow, Edinburgh, and Aberdeen are in great 
need of help; other schools are getting bodies in excess 
of their minimum requirements, though, of course, that 
does not mean that they cannot make good use of the 
extra bodies. Where there is a grave shortage, as at 
Cambridge (40 instead of 56 bodies) or Edinburgh (30 
instead of 47) or Glasgow (28 instead of 45), the 
hindrance to the best training of medical students and 
young mnencisiatt and to research, is very real indeed. 


| Minimum | Supplied 1954-5 | Supplied 1955-6 
University Area | Require- - - - 
ment | Total (Bequests) | Total (Bequests) 
London | 224 230 (112) 244 (136) 
| Birmingham 28 (is) | (16) 
Bristol 17 49 (20) 48 (18) 
| Cambridge 56 47 (10) 40 (9) 
Brovies Cardiff 16 22 (6) 17 (6) 
evinces | Leeds 18 % (12) | 21 (9) 
Wales | Liverpool 29 28 (10) 25 (5) 
— | Manchester 27 22 (2) 36 (13) 
Newcastle 29 13 (2) 4 (6) 
Oxford 20 26 (8) 32 (15) 
Sheffield 17 20 (13) 17 (9) 
Total | 257 306 (98) | 315 (106) 
| Glasgow 45 35 Q) 28 (6) 
| Edinburgh 47 30 (0) | 30 G) 
Scotland | Aberdeen 19 1 (1) 13 (0) 
| St. Andrews | W 9 ( | 10 (0) 
Dundee 9 12 (0) 12 (3) 
- — | 
Total | ( | 93 (12) 
“Total for Great Britain 612 633 (214) 652 (254) 


The T. able above shows the demand and supply of bodies 
for each university area separately for the years 1954-5 
and 1955-6. Where there was an actual shortage last 
year this is indicated in bold type. The figures in paren- 
theses show the number of bequeathed bodies included 
in each total. London, whose minimum requirement 
for the two-year period was 448 bodies, received a 
total of 474; the provincial schools and Wales, 
needing 514 bodies, received 621; but the Scottish 
schools, whose minimum demand was for 262 bodies, 
received only 190. What makes the position even more 
disturbing is that last year the supply of bodies in the 
provinces and Wales, as well as in Scotland, fell below 
the average for the previous ten years. During 1945-55 


the supply for the provinces and Wales averaged 322 
bodies a year; in 1955-6 there were 315. In Scotland 
the drop was even greater : the ten-year average was 116, 
but last year only 93 bodies were forthcoming. London 
alone showed an increase—244 bodies last year com- 
pared with a ten-year average of 215 

There is thus an urgent need for more people to leave 
their bodies for the use of the medical schools, par- 
ticularly in Scotland. In the last two years only 8.4% 
of the bodies received by the Scottish schools were 
bequeathed. This compares with figures of 52% for 
London and 33%, for the provinces and Wales. To help 
doctors who may be asked about the procedure for 
making such bequests the Public Relations Department 
of the B.M.A. has prepared a leaflet on the subject ; it 
also deals with the bequest of eyes for corneal grafting 
Copies may be obtained free from the department at 
B.M.A. House. Alternatively inquirers may be re- 
ferred -for information direct to H.M. inspector of 
gpg Ministry of Health, 23, Savile Row, London, 
W.1, or, in Scotland, to the Anatomy Qffice, Depart- 
ment of Health for Scotland, York a. Queen 
Street, Edinburgh, 2. 


PLATELET AGGLUTININS AND 7/HROMBO- 
CYTOPENIC PURPURA‘ 

The association between acute thrombocytopenic pur- 
pura and allergic reaction to a drug or toxin has been 
known for some time: the treatment consists in restoring 
the platelet count by transfusion and in removing the 
offending allergens as quickly and as completely as pos- 
sible. The investigation of chronic idiopathic thrombo- 
cytopenia presents quite different problems, to which a 
new approach was made in 1951 by R. S. Evans and his 
colleagues,' who noted that normal platelets could be 
agglutinated by sera from patients suffering from 
acquired haemolytic anaemia and idiopathic thrombo- 
cytopenia. In 1952 publications appeared on the Con- 
tinent which developed this theme,*** and in 1953 
two groups of workers in the United States both put 
forward evidence that patients with idiopathic thrombo- 
cytopenic purpura had specific platelet agglutinins in 
their blood.°* Complete and incomplete antibodies 
were discovered, the latter being demonstrated by 
means of the Coombs test applied to platelets.’ The 
workers in the St. Louis group added to the in vitro 
demonstrations a number of heroic in vivo experiments.” 
By transfusing into each other blood and plasma of 
patients with idiopathic thrombocytopenia they were able 
to produce thrombocytopenia of several days’ duration 
Evans, R. S., et et al., Arch intern. Med., 1954, 87, 48. 

* Ninni, M., Haematol. Arch., 1952, 36, 6 

° Dausset, J. , Delafontaine, P., and Plowrict, Y., Sang, 1952, 23, 373 

* Miescher, P., Cruchaud, S., and Hemmeler, G., Helv. med. Acta, 1952, 19, 

a W. J., et al., Ann. intern. Med., 1953, 38, 433 

* Stefanini, M., et a. ‘Blood, 1953, 8, 26. 


* Flickiger, R., Hassig, A., and Koller, F., Schweiz. med. Wschr., 1953, 83, 
1035. 

* Harrington, W. J., Minnich, V., Hollingsworth, J. W., and Moore, C. V., 
J. Lab. clin. Med., 1951, 38, 1. 

* Stefanini, M., et al., Blood, 1952, 7, 53. 

” Hirsch, E. O., and Gardner, F.H., J. Lab. clin. Med., 1952, 39, 556. 

'l Tullis J. L., New Engl. J. Med., 1956, 225, 54! 

2 Amer. J. med. Sci., 1953, 226, 191. 

‘3 Stefanini, M., Plitman, G. I., Dameshek, W., Chaterjea, J. B., and 
Mednikoff, I. B., ibid., 1953, 42, 723. 

4 Sprague, Ch. C., et al., J. Amer. med. Ass., 1952, 160, 1193. 

‘8 Gurevitch, J., and Neiken, D., J. Lab. clin. Med., 1954, 44, $62. 
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to a meal, and found that both forms were better 
absorbed when given after a meal. This finding accords 
generally with those of W. F. Jones and M. Finland,* 
except that these workers found that results differed 
according to whether the tablet of G was buffered and 
whether that of V was made so as to disintegrate 
rapidly or slowly. It is possible that the results of 
Holborow and his colleagues underrate the efficacy of 
penicillin \ They used a strain of Sir. pyogenes in 
their assay and state the minimum inhibitory concen- 
tration for it only of penicillin G. It cannot be assumed 
that an organism is equally sensitive to both of these 
forms of penicillin. W. J. Martin, D. R. Nichols, and 
F. R. Heilman® found that staphylococci were often 
more, and organisms of four other species sometimes 
less, sensitive to V than to G. W. Zischka® confirms 
that staphylococci are often more sensitive to V, and 
adds the finding that strains of Str. pyogenes and Sir. 
viridans are either equally sensitive to both or more so 
to G : in tube-dilution tests with 11 strains of the former 
species all but one showed such a difference. This is a 
factor which needs to be taken into account in biologi- 
cal assay ; it may even be of some slight consequence in 


therapeutics 


THE NEGLECTED NOSE 


That the sense of smell may vary considerably is a 
matter of everyday experience, but how it 
varies, and the physical and psychological features 
of its variations, are problems that the _ experi- 
mental physiologist has hardly touched on. This 
is mainly because of the inherent difficulties in 
the experimental approach, but also because of the 
rather insignificant role that this sense plays in the main 
business of life. Physiology, though it can stand on its 
own as a branch of science, has its roots in medicine, 
and the main direction of its progress is apt to be laid 
down by man’s interest in himself—his normal and 
pathological behaviour. This neglect of the chemical 
senses-—as the senses of smell and taste are called—may 
turn out to be unfortunate for the development 
of physiology as a whole, since in the olfactory 
epithelium we have nerve cells that exhibit a remarkable 
sensitivity to changes in their chemical environment. 
Concentrations of odoriferous substances that may be so 
small as to escape detection by the most refined chemical 
techniques may cause these nerve cells to discharge and 
evoke well-defined sensations Modern theories of 
neuromuscular and synaptic transmission, invoking as 
they do the stimulating action of fantastically low con- 
centrations of such chemical mediators as acetylcholine 
and adrenaline, beg the question of just how the nerve 
and muscle cell may respond to minute changes in their 
chemical environment, changes as minute as those that 
we know can be effective in causing an olfactory cell to 
discharge. Again, the whole field of endocrinology 
becomes intelligible only on the assumption that the 
behaviour of cells of many different types may be 
influenced by minute changes in concentration of the 


1 Sem-Jacobsen, C. W., et al., Amer. J. med. Sci., 1956, 232, 243. 
Moncrieff, R. W.. J. Physiol., 1956, 133, 301. 
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chemical substances called hormones. Thus, if the paths 
of physiological research were dictated by the needs of 
the science as a whole, the sense of smell would be in the 
forefront of investigation, while the sense of vision 
would play the Cinderella role that olfaction now 
enjoys. 

In vision, the sensations produced by varying the 
wavelength of light can be classified as being charac- 
teristically different—for example, red, orange, yellow — 
and any of the large variety of colour sensations can 
usually be placed in one of these categories. Attempts 
have been made to classify the odours correspondingly. 
Thus H. Zwaardemaker thought all odours could be 
accommodated in the following nine classes: ethereal, 
aromatic, balsamic, ambrosial, alliaceous, empyrumatic, 
caprylic, repulsive, and nauseating. Again, in colour 
vision, according to the trichromatic theory, any of the 
almost infinite variety of colour sensations can be 
imitated by projecting into the eve mixtures of only three 
primary wavelengths of light ; in other words, however 
complex a physical stimulus, its effects may be imitated 
by a relatively simple one. This finding has naturally 
suggested that our sensations of colour are likewise 
combinations of three primary colour sensations. 
Corresponding with this, investigators into olfaction 
have stated that all odours are essentially combinations of 
relatively few primary sensations. N. Henning, for 
instance, thought that there were six—namely, spicy, 
flowery, fruity, resinous, burnt, and foul. But, as their 
names imply, these primary sensations were not 
attributed to six corresponding well-defined chemical 
stimuli ; for example, no pure substance capable of 
evoking a pure sensation of foulness was cited. Never- 
theless, the notion that a given odoriferous sensation 
may be treated as the combination of a relatively limited 
number of modalities of sensation seems essentially 
reasonable, and Lord Adrian’s work on the response of 
the mitral cells in the olfactory bulb to chemical 
stimulation of the olfactory epithelium provides some 
support for the view. Thus, a given mitral cell would 
exhibit a definite “ preference ” for one type of chemical 
substance, in the sense that its threshold for this type 
would be much lower than for other types ; altogether 
some ten classes of mitral cell could be distinguished 
according to their responses to different chemical types 
of stimulant. The theory of a “ spectrum of electric fre- 
quency ” in the olfactory bulb is claimed to be supported 
by some data recently reported by C. W. Sem-Jacobsen 
and his colleagues.' By means of micro-electrodes in 
the olfactory bulbs of psychotic patients they found that 
different odours, when smelt, evoked different electric 
responses. On the other hand, some experiments by 
R. W. Moncrieff? point rather the other way. He got 
subjects to sniff at pairs of substances with similar 
odours, but found that adaptation to one odour hardly 
raised the threshold of the sense of smell to the other. 

Unfortunately, however, we are still far from being 
able to relate the chemical or physical nature 
of the stimulus with the nature of the sensation 
evoked; substances with indistinguishable odours 
may not necessarily be related in the slightest 
degree chemically. Doubtless there is no single factor 
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determining whether a substance will have a certain 
odour. In view of the extremely low concentrations at 
which the odoriferous substances may be effective, it 
seems reasonable to assume that they act by attaching 
themselves to the surface of the olfactory cell, and 
presumably the olfactory cells differ among themselves 
in the nature of their surface membranes, so that one 
type will respond to one odoriferous substance and 
another to a different substance. Why the mere presence 
of a substance on the cell membrane should cause it to 
discharge is not known; could we even hazard a 
reasonable guess we should be just so much nearer the 
solution of the more general problem of chemical 
transmission and hormone action. 


SUPPLY OF BODIES FOR DISSECTION 


Figures provided by H.M. Inspector of Anatomy show 
that, while in Britain as a whole the minimum needs 
of medical schools for bodies to dissect are being met, 
the supply is seriously uneven. Scotland fares specially 
badly. The schools at Cambridge, Liverpool, New- 
castle, Glasgow, Edinburgh, and Aberdeen are in great 
need of help; other schools are getting bodies in excess 
of their minimum requirements, though, of course, that 
does not mean that they cannot make good use of the 
extra bodies. Where there is a grave shortage, as at 
Cambridge (40 instead of 56 bodies) or Edinburgh (30 
instead of 47) or Glasgow (28 instead of 45), the 
hindrance to the best training of medical students and 
young surgeons, and to research, is very real indeed. 


Minimum | Supplied 1954-5 | Supplied 1955-6 
University Area Require- - - 
ment | Total (Bequests) | Total (Bequests) 
London | 224 230 (112) | 244 (136) 
~ | Birmingham 28 53 (15) 65 (16) 
Bristol 17 49 (20) 48 (18) 
Cambridge 56 47 (10) 40 (9) 
Provine Cardiff 16 22 (6) 17 (6) 
. aa Leeds 18 26 (12) 2 (9) 
Liverpool 29 28 (10) 25 (5) 
_— | Manchester 27 22 (2) 36 (13) 
Newcastle 29 13 Q) 14 (6) 
Oxford 20 26 (8) 32 (15) 
Sheffield 17 20 (13) 17 (9) 
i Total 257 | 306 (98) 31S (106) 
Glasgow 45 35 28 (6) 
Edinburgh 47 30 (0) | 30 G) 
Scotland | Aberdeen 19 i a) | 3 (0) 
| St. Andrews | "1 9 (0) | 10 (0) 
| Dundee 9 | i2 (0) | 12 (3) 
— - - - = 
| Total 131 | 97 (4) | 93 (12) 
Total fi for ¢ Great Britain 612 | 633 (214) | 652 (254) 


The Table eae shows the demand and supply of bodies 
for each university area separately for the years 1954—S 
and 1955-6. Where there was an actual shortage last 
year this is indicated in bold type. The figures in paren- 
theses show the number of bequeathed bodies included 
in each total. London, whose minimum requirement 
for the two-year period was 448 bodies, received a 
total of 474; the provincial schools and Wales, 
needing 514 bodies, received 621; but the Scottish 
schools, whose minimum demand was for 262 bodies, 
received only 190. What makes the position even more 
disturbing is that last year the supply of bodies in the 
provinces and Wales, as well as in Scotland, fell below 
the average for the previous ten years. During 1945-55 
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the supply for the provinces and Wales averaged 322 
bodies a year; in 1955-6 there were 315. In Scotland 
the drop was even greater : the ten-year average was 116, 
but last year only 93 bodies were forthcoming. London 
alone showed an increase—244 bodies last year com- 
pared with a ten-year average of 215. 

There is thus an urgent need for more people to leave 
their bodies for the use of the medical schools, par- 
ticularly in Scotland. In the last two years only 8.4% 
of the bodies received by the Scottish schools were 
bequeathed. This compares with figures of 52% for 
London and 33% for the provinces and Wales. To help 
doctors who may be asked about the procedure for 
making such bequests the Public Relations Department 
of the B.M.A. has prepared a leaflet on the subject ; it 
also deals with the bequest of eyes for corneal grafting 
Copies may be obtained free from the department at 
B.M.A. House. Alternatively inquirers may be re- 
ferred -for information direct to H.M. Inspector of 
Anatomy, Ministry of Health, 23, Savile Row, London, 
W.1, or, in Scotland, to the Anatomy Office, Depart- 
ment of Health for Scotland, York Buildings, Queen 
Street, Edinburgh, 2. 


PLATELET AGGLUTININS AND THROMBO- 
CYTOPENIC PURPURA 


The association between acute thrombocytopenic pur- 

pura and allergic reaction to a drug or toxin has been 

known for some time: the treatment consists in restoring 

the platelet count by transfusion and in removing the 

offending allergens as quickly and as completely as pos- 

sible. The investigation of chronic idiopathic thrombo- 

cytopenia presents quite different problems, to which a 

new approach was made in 1951 by R. S. Evans and his 

colleagues,' who noted that normal platelets could be 

agglutinated by sera from patients suffering from 

acquired haemolytic anaemia and idiopathic thrombo- 

cytopenia. In 1952 publications appeared on the Con- 

tinent which developed this theme,?** and in 1953 

two groups of workers in the United States both put 

forward evidence that patients with idiopathic thrombo- 

cytopenic purpura had specific platelet agglutinins in 

their blood.’® Complete and incomplete antibodies 

were discovered, the latter being demonstrated by 

means of the Coombs test applied to platelets.’ The 

workers in the St. Louis group added to the in vitro 

demonstrations a number of heroic in vivo experiments.” 

By transfusing into each other blood and plasma of 

patients with idiopathic thrombocytopenia they were able 

to produce thrombocytopenia of several days’ duration 

Evans, R. S., ef al., Arch. intern. Med., 1951, 87,48. 

? Ninni, M., Haematol. Arch., 1952, 36, 693 

? Dausset, J., Delafontaine, P., and Fleuriot, Y., Sang, 1952, 23, 373 

* Miescher, P., Cruchaud, S., and Hemmeler, G., He/v. med. Acta, 1952, 19, 
4 

. Harrington, W. J., et al., Ann. intern. Med., 1953, 38, 433. 

* Stefanini, M., et al., Blood, 1953, 8, 26. 

? Fliickiger, R., Hissig, A., and Koller, F., Schweiz. med. Wschr., 1953, 83, 
1035. 

* Harrington, W. J., Minnich, vy Hollingsworth, J. W., and Moore, C. V., 
J. Lab. clin. Med., 1951, 

Stefanini, M., ef al., Blood, 1352, 33. 

'® Hirsch, E. O., and Gardner, F. H., J. Lab. clin. Med., 1952, 39, $56 

\t Tullis J. L., New Engl. J. Med., 1956, 225, 541 

ts Amer. J. med. Sci., _ 226, 191. 

13 Stefanini, M., Plitman, G 2 Dameshek, W., Chaterjea, J. B., and 
Mednikoff, I. B., ibid., 1953, 42, 723. 


14 Sprague, Ch. C., ef al., J. Amer. med. Ass., 1952, 160, 1193. 
18 Gurevitch, J., and Neiken, D., J. Lab. clin. Med., 1954, 44, 562. 
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to a that both forms were better 
absorbed when given after a meal. This finding accords 
generally with those of W. F. Jones and M. Finland,* 
except that these workers found that results dilfered 
according to whether the tablet of G was buffered and 
whether that of V was made so as to disintegrate 
rapidly It is possible that the results of 
Holborow and his colleagues underrate the etlicacy of 
penicillin V They used a Str. 
their assay and state the minimum inhibitory concen- 
It cannot be assumed 


meal, and found 


or slowly. 


strain of pyogenes in 
tration for it only of penicillin G 
that an organism is equally sensitive to both of these 
forms of penicillin. W. J. Martin, D. R. Nichols, and 
F. R. Heilman® found that staphylococec: were often 
more, and organisms of four other species sometimes 
less, than to G. W. Zischka® confirms 
that staphylococci are often more sensitive to V, and 
adds the finding that strains of Str. pyogenes and Str. 
viridans are either equally sensitive to both or more so 
to G ; in tube-dilution tests with 11 strains of the former 
species all but one showed such a difference. This is a 
factor which needs to be taken into account in biologi- 
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cal assay ; it may even be of some slight consequence in 
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matter of everyday 

and the 
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mental physiologist has hardly 
is mainly because of the _ inherent 
the experimental approach, but also because of the 
rather insignificant role that this sense plays in the main 
business of life. Physiology, though it can stand on its 
own as a branch of science, has its roots in medicine, 
and the main direction of its progress is apt to be laid 
interest in himself—his normal and 
This neglect of the chemical 
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senses——as the senses of smell and taste are called—may 
turn out to be unfortunate for the development 
of physiology as a whole, since in the olfactory 


epithelium we have nerve cells that exhibit a remarkable 
to changes in their chemical environment. 
Concentrations of odoriferous substances that may be so 


sensitivity 


small as to escape detection by the most refined chemical 
techniques may cause these nerve cells to discharge and 
evoke well-defined sensations. Modern theories of 
neuromuscular and synaptic transmission, invoking as 
they do the stimulating action of fantastically low con- 
centrations of such chemical mediators as acetylcholine 
and adrenaline, beg the question of just how the nerve 
and muscle cell may respond to minute changes in their 
chemical environment, changes as minute as those that 
we know can be effective in causing an olfactory cell to 
discharge Again, the whole field of endocrinology 
becomes intelligible only on the assumption that the 
behaviour of cells of many different types may be 
influenced by minute changes in concentration of the 


1 Sem-Jacobsen, C. W., et al., Amer. J. med. Sci., 1956, 232, 243. 
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chemical substances called hormones. Thus, if the paths 
of physiological research were dictated by the needs of 
the science as a whole, the sense of smell would be in the 
forefront of investigation, while the sense of vision 
would play the Cinderella role that olfaction now 
enjoys. 

In vision, the sensations produced by 
wavelength of light can be classified as being charac- 
teristically different—for example, red, orange, yellow— 
and any of the large variety of colour sensations can 
usually be placed in one of these categories. Attempts 
have been made to classify the odours correspondingly. 
Thus H. Zwaardemaker thought all odours could be 
accommodated in the following nine classes: ethereal, 
aromatic, balsamic, ambrosial, alliaceous, empyrumatic, 
caprylic, repulsive, and nauseating. Again, in colour 
vision, according to the trichromatic theory, any of the 
almost infinite variety of colour sensations can be 
imitated by projecting into the eye mixtures of only three 
primary wavelengths of light ; in other words, however 
complex a physical stimulus, its effects may be imitated 
by a relatively simple one. This finding has naturally 
suggested that our sensations of colour are likewise 
combinations of three primary colour sensations. 
Corresponding with this, investigators into olfaction 
have stated that all odours are essentially combinations of 
relatively few primary sensations. N. Henning, for 
instance, thought that there were six—namely, spicy, 
flowery, fruity, resinous, burnt, and foul. But, as their 
names imply, these primary sensations were not 
attributed to six corresponding well-defined chemical 
stimuli; for example, no pure substance capable of 
evoking a pure sensation of foulness was cited. Never- 
theless, the notion that a given odoriferous sensation 
may be treated as the combination of a relatively limited 
number of modalities of sensation seems essentially 
reasonable, and Lord Adrian’s work on the response of 
the mitral cells in the olfactory bulb to chemical 
stimulation of the olfactory epithelium provides some 
support for the view. Thus, a given mitral cell would 
exhibit a definite “ preference ” for one type of chemical 
substance. in the sense that its threshold for this type 
would be much lower than for other types ; altogether 
some ten classes of mitral cell could be distinguished 
according to their responses to different chemical types 
of stimulant. The theory of a “ spectrum of electric fre- 
quency ” in the olfactory bulb is claimed to be supported 
by some data recently reported by C. W. Sem-Jacobsen 
and his colleagues.‘ By means of micro-electrodes in 
the olfactory bulbs of psychotic patients they found that 
different odours, when smelt, evoked different electric 
responses. On the other hand, some experiments by 
R. W. Moncrieff? point rather the other way. He got 
subjects to sniff at pairs of substances with similar 
odours, but found that adaptation to one odour hardly 
raised the threshold of the sense of smell to the other. 

Unfortunately, however, we are still far from being 
able to relate the chemical or physical nature 
of the stimulus with the nature of the sensation 
evoked; substances with indistinguishable odours 
may not necessarily be related in the slightest 
degree chemically. Doubtless there is no single factor 
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determining whether a substance will have a certain 
odour. In view of the extremely low concentrations at 
which the odoriferous substances may be effective, it 
seems reasonable to assume that they act by attaching 
themselves to the surface of the olfactory cell, and 
presumably the olfactory cells differ among themselves 
in the nature of their surface membranes, so that one 
type will respond to one odoriferous substance and 
another to a different substance. Why the mere presence 
of a substance on the cell membrane should cause it to 
discharge is not known; could we even hazard a 
reasonable guess we should be just so much nearer the 
solution of the more general problem of chemical 
transmission and hormone action. 


SUPPLY OF BODIES FOR DISSECTION 


Figures provided by H.M. Inspector of Anatomy show 
that, while in Britain as a whole the minimum needs 
of medical schools for bodies to dissect are being met, 
the supply is seriously uneven. Scotland fares specially 
badly. The schools at Cambridge, Liverpool, New- 
castle, Glasgow, Edinburgh, and Aberdeen are in great 
need of help; other schools are getting bodies in excess 
of their minimum requirements, though, of course, that 
does not mean that they cannot make good use of the 
extra bodies. Where there is a grave shortage, as at 
Cambridge (40 instead of 56 bodies) or Edinburgh (30 
instead of 47) or Glasgow (28 instead of 45), the 
hindrance to the best training of medical students and 
young surgeons, and to research, is very real indeed. 


Ti 
Minimum | Supplied 1954-5 | Supplied 1955-6 


University Area | Require- | - - 
{ ment | Total (Bequests) | Total (Bequests) 

London | 224 230 (112)_ | (136) 
| Birmingham 28 53 (is) 65 (16) 
Bristol 17 49 20) 48 (18) 
Cambridge 56 47 (10) 40 (9) 
Seeuiiens Cardiff 16 22 (6) 17 (6) 
18 26 (12) 2 (9) 
Wale | Liverpool 29 28 (10) 25 (5) 
—— | Manchester 27 22 (2) 3% (13) 
Newcastle 29 i3 (Q2) 4 (6) 
Oxford 20 2 (8) 32 (15) 
Sheffield 17 20 (13) 17 (9) 
| Total | 257 306 | 31S (106) 
Glasgow 45 35 (3) 28 (6) 
Edinburgh 47 Rt] (0) 30 (3) 
Scotland | Aberdeen 19 il a) 13 (0) 
| St. Andrews | W 9 (0) | 10 (0) 
| Dundee 9 i2 (0) 12 (3) 

| Total 13! | 97 (4) | 93 (12) 
“Total for Great Britain | 612 | (214) | 


The Table above shows the demand and supply of bodies 
for each university area separately for the years 1954-5 
and 1955-6. Where there was an actual shortage last 
year this is indicated in bold type. The figures in paren- 
theses show the number of bequeathed bodies included 
in each total. London, whose minimum requirement 
for the two-year period was 448 bodies, received a 
total of 474; the provincial schools and Wales, 
needing 514 bodies, received 621; but the Scottish 
schools, whose minimum demand was for 262 bodies, 
received only 190. What makes the position even more 
disturbing is that last year the supply of bodies in the 
provinces and Wales, as well as in Scotland, fell below 
the average for the previous ten years. During 1945-55 


the supply for the provinces and Wales averaged 322 
bodies a year; in 1955-6 there were 315. In Scotland 
the drop was even greater : the ten-year average was 116, 
but last year only 93 bodies were forthcoming. London 
alone showed an increase—244 bodies last year com- 
pared with a ten-year average of 215 

There is thus an urgent need for more people to leave 
their bodies for the use of the medical schools, par- 
ticularly in Scotland. In the last two years only 8.4% 
of the bodies received by the Scottish schools were 
bequeathed. This compares with figures of 52% for 
London and 33% for the provinces and Wales. To help 
doctors who may be asked about the procedure for 
making such bequests the Public Relations Department 
of the B.M.A. has prepared a leaflet on the subject ; it 
also deals with the bequest of eyes for corneal grafting. 
Copies may be obtained free from the department at 
B.M.A. House. Alternatively inquirers may be re- 
ferred -for information direct to H.M. Inspector of 
Anatomy, Ministry of Health, 23, Savile Row, London, 
W.1, or, in Scotland, to the Anatomy Office, Depart- 
ment of Health for Scotland, York Buildings, Queen 
Street, Edinburgh, 2. 


PLATELET AGGLUTININS AND THROMBO- 


CYTOPENIC PURPURA 
The association between acute thrombocytopenic pur- 
pura and allergic reaction to a drug or toxin has been 
known for some time: the treatment consists in restoring 
the platelet count by transfusion and in removing the 
offending allergens as quickly and as completely as pos- 
sible. The investigation of chronic idiopathic thrombo- 
cytopenia presents quite different problems, to which a 
new approach was made in 1951 by R. S. Evans and his 
colleagues,' who noted that normal platelets could be 
agglutinated by sera from patients suffering from 
acquired haemolytic anaemia and idiopathic thrombo- 
cytopenia. In 1952 publications appeared on the Con- 
tinent which developed this theme.?** and in 1953 
two groups of workers in the United States both put 
forward evidence that patients with idiopathic thrombo- 
cytopenic purpura had specific platelet agglutinins in 
their blood..* Complete and incomplete antibodies 
were discovered, the latter being demonstrated by 
means of the Coombs test applied to platelets.’ The 
workers in the St. Louis group added to the in vitro 
demonstrations a number of heroic in vivo experiments.” 
By transfusing into each other blood and plasma of 
patients with idiopathic thrombocytopenia they were able 
to produce thrombocytopenia of several days’ duration 
“1 Evans, R. S., et al., Arch. intern. Med., 1951, 87,48. 
* Ninni, M., Haematol. Arch., 1952, 36, 693 
® Dausset, J., Delafontaine, P., and Fleuriot, Y., Sang, 1952, 23, 373 
* Miescher, P., Cruchaud, S., and Hemmeler, G., He/v. med. Acta, 1952, 19, 
434, 
5 Harrington, W. J., et al., Ann. intern. Med., 1953, 38, 433 
* Stefanini, M., et al., Blood, 1953, 8, 26. 
? Flickiger, R., Hassig, A., and Koller, F., Schweiz. med. Wschr., 1953, 83, 
1035. 
* Harrington, W. J., Minnich, V., Hollingsworth, J. W., and Moore, C. V., 
J. Lab. clin. Med., 1951, 38, 1. 
* Stefanini, M., et al., Blood, 1952, 7, 53 
© Hirsch, E. O., and Gardner, F. H., J. Lab. clin. Med., 1952, 39, 556 
1. Tulli# J. L., New Engl. J. Med., 1956, 225, 541 
12 Amer. J. med. Sci., 1953, 226, 191. ; 
13 Stefanini, M., Plitman, G. I., Dameshek, W., Chaterjea, J. B., and 
Mednikoff, I. B., ibid., 1953, 42, 723. 


14 Sprague, Ch. C., et al., J. Amer. med. Ass., 1952, 160, 1193. . 
18 Gurevitch, J., and Nelken, D., J. Lab. clin. Med., 1954, 44, 562. 
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accompanied by haemorrhages and the other features of 
the disordet Ihe reverse, a shortened survival of nor- 
mal platelets transfused into thrombocytopenic patients, 
was also shown This reduction in survival time was 
seen only in patients with idiopathic and not with 
secondary thrombocytopenia 

\ simple method for the clinical demonstration of 
anti-platelet antibodies in the serum uses a standard 
supply of preserved platelets Ihe serum to be tested 
is incubated with complement and platelets which have 
been preserved in a gelatin-acetate suspension Such 
preserved platelets retain their antigenicity for at least 
a year. The possibility of preserving platelets attracted 
much attention at the recent Congress of the Inter- 
national Society of Hematology at Boston, when J, | 
Tullis described “ platelet banks ~ which hold stocks ol 
platelet concentrates for transfusion—a measure which 
ivoids the unnecessary introduction of large amounts 
of blood into a non-anaemic patient. Such procedures 
are of course of much wider application than in 
thrombocytopenic purpura and would be of impor- 
tance, for example, in radiation myury 

Repeated transfusion of platelets even into healthy 


recipients has been followed by the appearance of agglu-° 


tinins which acted on the platelets of the donors but 
not on those of the recipients themselves.'’ '* '* This 
observation led to the recognition of platelet  iso- 
agglutinins similar to blood-group agglutinins.® '* It 
is at present not certain whether the platelet groups are 
different in some ways from blood groups, or whether 
they are identical in all respects. Thrombocytopenia 
of the newborn—a disorder analogous to haemolytic 
disease of the newborn—-has been reported in some 
infants of multiparae’ 
mother has become sensitized against platelet groups 
absent in herself and present in the heterozygous off- 
spring. The treatment of idiopathic thrombocytopenic 
purpura is on the same lines as that of acquired haemo- 


presumably in these cases the 


lytic anaemia. Blood, or, even better, platelet, trans- 
fusion acts as a palliative ; conservative treatment with 
A.C.T.H. or cortisone leads to some improvement : 
while splenectomy is often followed by complete 


recovery 


FROZEN PIPES 
It will not be long before many householders are again 
suffering great inconvenience and material damage from 
burst pipes This annual event is customarily greeted 
with dismay and astonishment. Even the fact that we 
can claim a national characteristic not possessed by any 
other people is small consolation for ruined decorations 
and the haunting fear that if we light the kitchen fire the 
house will blow up. Recently the Minister of Housing 
and Local Government stated in Parliament! that in a 
survey of nearly a million council houses 18°, were 
found to have been damaged in the frost early this year, 
creating many public health problems 

Part of the trouble lies in the bad design of plumbing 
systems. The rising main is, more often than not, on an 
external wall ; pipes in places especially vulnerable—for 

' Hansard, October 30, 1956 


* Ministry of Housing and Local Government Circular No. 57 56 
* The Times, December 3 
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instance, just under the eaves—are not lagged ; and the 
external water closet is indeed an outcast. Thus 
niggling economies in building costs often result in high 
maintenance charges. Perhaps the worst feature of 
burst pipes 1s the tendency to look upon them as a con- 
sequence of capricious weather rather than of bad 
design. As a result of this defeatist attitude the burst 
is repaired only to burst again next year. In a survey 
carried out in a post-war housing estate by the London 
School of Hygiene and Tropical Medicine it was found 
that, of 18 houses having a burst pipe in the external 
water closet, 1] had had a previous burst, and the 
tenants of 5 of these 11 stated that this pipe burst 
regularly every year 

It is encouraging therefore to find that the Minister 
of Housing and Local Government has broken with 
tradition and issued a circular? to local authorities advis- 
ing them on how to minimize the damage. He suggests 
that water companies should adopt the Minister’s model 
by-law “requiring that, whenever possible, fittings 
should be placed where they are unlikely to freeze, or, if 
this is not possible, that they should be protected.” That 
such obvious advice should be necessary is indicative of 
the poverty of thought which has prevailed on this sub- 
ject for so long. The fitting of polythene pipes for cold- 
water services in new houses, and particularly in outside 
W.C.s, is advised ; it would be a real advance if adopted 
Local authorities are also urged to consider issuing a 
printed card to tenants explaining where the stop valve 
is to be found, how the system may be drained, and what 
precautions should be taken in frosty weather. This 
sort of advice has been issued by the L.C.C. for some 
years without leading to any noticeable improvement. 
Housing authorities are apt to blame the tenant for 
allowing pipes to burst, and a house left unheated all day 
is undoubtedly more vulnerable to frost damage. But 
a plumbing system which cannot function unless it is 
constantly swathed in bandages and surrounded by hot- 
water bottles has surely an inherent weakness for which 
its creator must bear some responsibility. It has taken 
many years to persuade architects that waste pipes on 
outside walls are not only unsightly decorations but are 
more liable to frost damage. Even to-day the building 
by-laws merely permit and do not require the stack 
pipes to be inside the building. Apparently a television 
film is being made showing what simple precautions can 
be taken. But, addressed to the householder on the 
* Do it yourself” principle, it can hardly get to the root 
of the trouble. The role of the householder should be 
confined to first aid in an unforeseen emergency ; the 
real preventive measures can be taken only by architects 
determined to succeed, though the “ normal, intelligent 
handyman ™ will soon be able to test a new device to 
prevent bursts—the insertion of a narrow-bore sealed 
plastic tube inside the cold-water pipes leading to and 
from the storage tank.” A frost-proof house promised 
for the “ Ideal Homes ™ exhibition is a much more posi- 
tive approach, and might lead to the building of houses 
which do not freeze up even when built outside Olympia. 
While people in colder countries such as Norway over- 
come this difficulty, we are reluctant to believe that it is 
insoluble in Britain. 
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Whether sedative or expectorant therapy is required in the management of cough 
appropriate selection may be made from Allen & Hanburys outstanding cough 


preparations—ETHNINE, a sedative elixir, 


ETHNINE, a palatable and effective 
cough sedative containing pholcodine 
is rapidly replacing preparations of 
codeine in the suppression of ex- 
hausting and harmful unproductive 
cough in children, adults and elderly 
patients. 

The advantages of Ethnine are in its 
effectiveness with low toxicity, and 
its freedom from side-effects such as 
constipation and digestive upset. 


For sedative cough 
therapy 


ETHUNINE 


Trade Mark 


Bottles of 4 and 80 fluid ounces 
containing 4 mg. pholcodine in each 
teaspoonful (4 c.c. 


ALLEN & 


TELEPHONE 


HANBURYS 


BISHOPSGATE 320! (20 LINES) 


LTD - LONDON. E-2 


TELEGRAMS. GREENBURYS BETH. LONDON’ 


or PIRIEX, an expectorant Linctus. 


PIRIEX, a carefully chosen combin- 
ation of an improved antihistamine 
of low toxicity with expectorants, is 
unsurpassed in therapeutic activity 
where a stimulant expectorant linctus 
is indicated. 


Piriex effectively liquefies tenacious 
sputum and aids its prompt removal. 
It is also an effective decongestant 
and is invaluable in the treatment of 
congestion of the upper respiratory 
tract. 


For expectorant 
therapy 


PIRIE X 


Trade Mark 
(Formerly known as Piriton Expectorant Linctus.) 
Bottles of 4 fluid ounces and 2 litres con- 
taining 2 mg. Piriton (chlorprophenpyrid- 
amine) maleate in each teaspoonful 
(4,c.c.) 
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penetration of 


tissue barriers 


Chloromycetin* is unequalled amongst 
antibiotics in its ability to diffuse readily 
throughout the body and to penetrate 
y| tissue barriers, including the blood, brain, placental 
and ocular barriers. Adequate therapeutic 
| concentrations can be achieved in relatively 
inaccessible parts of the body by oral administration. 
A Effective blood levels are quickly obtained, 
and blood levels can be adjusted to meet any 
grade of infection. Because of the relative 
| completeness of absorption, gastro-intestinal 


upset is unlikely to occur. 


* Trade Mark 
/ 


a feature of 


CHLOROMYCETIN 


therapy 


i) ‘all 


xe’ Parke, Davis & COMPANY LIMITED. (inc. U.S.A.) HOUNSLOW, MIDDLESEX. Tel: Hounslow 2361. 
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REFUGEES FROM HUNGARY 
DIARY OF A JOURNEY 
BY 


Cc. P. BROAD, M.B., B.S. 


House-surgeon, Gordon Hospital 


I received a ‘phone call from my chief on Monday, 
November 12. A friend of his wanted a doctor to 
accompany him on a trip to the Hungarian border to 
pick up refugee children in a coach and to bring them 
back by road to England. The presence of a doctor 
was required to convince the authorities that the expedi- 
ton was responsible and capable of dealing with chil- 
dren. I replied that I would be delighted to go. 

Ihe next day the organizer, Mr. Michael Petty, con- 
firmed the arrangement and invited me to a conference 
at Shell Mex House that evening. I saw the hospital 
dispenser, Miss Sapp, who kindly agreed to pack a case 
of drugs for the trip. In the afternoon Mr. Petty rang 
up again to say that he had been offered a second coach, 
and it was arranged that a second doctor, a friend of 
mine, Dr. Arthur Crisp, should join the party. 

The Shell Company agreed to supply all the fuel for 
the trip free of charge. The expenses of the trip were 
to be covered by business friends of Mr. Petty. Later 
in the evening Dr. Crisp realized that he had lost his 
passport, and he eventually rang the Foreign Office at 
1.15 a.m., where the resident clerk agreed to draw up 
a temporary passport by 4.15 a.m. 


Departure 


Dr. Crisp and I were met at the Gordon Hospital at 5 a.m 
on Wednesday, November 14, by the coaches, which were 
loaded with tinned food, clothing, and blankets. After 
picking up extra blankets from the Dover W.V.S., we 
boarded the Lord Warden for the trip to Boulogne. We 
journeyed across Northern France through Lille and Brussels 
and Liége, where we stopped for a short time. We entered 
Germany from Belgium at Aachen, where we spent the night 
in the coaches at the side of the road. 

Early next morning we set off along the autobahn. Our 
ohly stops were for breakfast, when we gave a lift to a 
German youth who had just finished serving five years with 
the French Foreign Legion. He told us his father had been 
the commandant of Dachau concentration camp before the 
last war. Our other stop was at Munich, where we had 
supper at the Hof-Brauhaus, where Hitler planned his putsch 
in the beer cellar. After supper we entered Austria, and 
found accommodation for the night in Salzburg. 

The whole of November 16 was spent in the coaches 
travelling to Vienna, which we reached in time for dinner. 
My only duty so far had been to prevent the drivers falling 
asleep while on the road and to put them to sleep at night. 


Refugees Waiting 


Mr. Petty and the interpreter, Mrs. Lilley, an Anglo- 
Hungarian born in Budapest, set off the first thing on Satur- 
day morning to see the various authorities. They returned 
at lunchtime with the news that the British immigration 
officer was in Graz in Southern Austria, and that refugees 
were waiting there for transport to England. After lunch 
Mr. Petty and Mrs. Lilley set off by train for Graz. 

Dr. Crisp and I spent the day touring Vienna and talking 
to the people. We saw where the Mongolian troops had 
smashed the figures on the tembs outside the cathedral, 
under the impression that they were demons. We also learnt 
that the population were busy stocking up food, certain in 
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their own minds that the Russians intended to re-enter 
Austria within days. In the evening we spent a delightful 
three hours at the Opera House. On our return to the 
hotel we learnt from Mr. Petty that 65 refugees awaited us 
in Graz 

We set off early on Sunday morning in the coaches for 
Graz. The countryside reflected the recent Soviet occupa 
tion in its poverty as compared with the signs of prosperity 
noticeable in the western sectors. The journey to Graz took 
us over the Semmering Pass. Here the road was little more 
than a cart track, scarcely wide enough in parts for the 
coaches. Additional hazards to the precipitous edge were 


Fic. 1.—One of the coaches on the Semmering Pass 
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Fic, 2,-Embarking refugees and refuelling at Graz. The petrol 
drums can be seen on the right 


the snow and ice. We arrived in Graz for lunch and then 
embarked our refugees. They consisted of 50 people, in- 
cluding 9 children, two of whom were babes-in-arms. 

We left Graz with our human cargo, intending to cross 
the Semmering Pass before nightfall, but we just failed, and 
the memory of the coaches grinding up the gradients in 
bottom gear with their headlights full on will be difficult 
to forget. We had made arrangements to spend the night 
at a refugee camp at Triesskirchen, a few miles outside 
Vienna, but when we arrived there we were so appalled by 
the conditions that we decided to journey on through the 
night. The camp was an old Red Army barracks which 
had been deserted for a year. It Was surrounded with 
barbed wire. Inside, the windows and stairs were smashed 
Shell holes in the walls were stuffed with newspapers ; the 
ceilings were falling down and very damp. We were offered 
camp-beds and one blanket each, but no pillows ; but even 
this was better than sleeping in straw like many in the camp 
It was bitterly cold, but many of the inhabitants did not 
even have a jacket, let alone an overcoat 
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An Informer Recognized 


It was here that some of the inhabitants recognized one 
of our party as being an informer for the Hungarian secret 
pole The Austrian police, who detained him, only just 

ued him from being Ivnched. We learnt of his arrest 
when the Austrian secret police arrived wearing leathe: 
vercoats and wide-brimmed hats pulled down over their 
One of our drivers, a huge Yorkshireman, rushed up 
the stat ifter them and, brandishing a piece of paper under 
their noses, declared in a very broad accent Here, look 
British Government stamp He's one of ours, nothing to do 
with u He's coming with us Whereupon he clbowed 
the | ce and Hungarians out of the way and hustled the 
nilormer the coach 

The same driver was a constant source of amusement 
He had ver little time for foreigners and would drive 
traigl through a town, even scattering the ponce on po nt 
duty and driving up one-way streets, forcing vehicles coming 
in the correct direction to reverse His comment on these 
CCASIONS Was They are not arguing with me, but nine 


Which Way to Freedom? 

While in the camp we were surrounded by about 30 
ouths, who would talk to us through one of their number 
who spoke a little English. A question, repeated again and 
iwain, was which would I recommend them to go to, Canada 
or Australia. We also met a Hungarian who had become a 
naturalized Canadian and had returned to Budapest to marry 
his childhood sweetheart, only to have all his papers con 
fiscated when the fighting started, so that he and his bride 
had ended up as refugees 

I was able to confirm reports that the Russian troops 
had repeatedly given assistance to the freedom fighters. The 
troops would hand over small arms and even tanks, pro 
vided that their commissar was out of sight. He apparently 
has the power to shoot any soldier immediately and without 
question whose action is against the party line. 

We left the camp after a meal, and set off on an all- 
night journey to Salzburg. We arrived cold and dirty on 
the morning of Monday, November 19. After washing. 
breakfast was provided by the Austrian Red Cross in the 
station. Several of the passengers who had spent most of 
the night coughing were now examined, but no abnormali- 
ties were discovered. A phone call was made to the head- 
quarters of the German Red Cross at Munich asking if they 
could provide us with food and sleeping accommodation 
for the night, which we would pay for, at Karlsruhe. But 
on arrival at the town we were greeted with a Hungarian 
meal consisting of large bowls of beans and sausage served 
with peppermint tea. In addition the townspeople of Karls- 
ruhe had collected £50, so that everyone in the party was 
accommodated in a hotel for bed and breakfast. They also 
provided cash for refugees who needed a shave or haircut 

The head of the town’s Red Cross told us that he had 
headed three convoys of medical supplies to Budapest 
during the fighting. I met a Hungarian who had entered 
Russia with the German Army during the war and con- 
firmed that the Russian people had in fact welcomed the 
invaders. He told me that the Russian peasants were very 
warm-hearted people but were terrified of the Communists. 

On the autobahn we met a convoy of American Army 
trucks, which apparently are identical with their Russian 
counterparts. An ugly scene was only just prevented. 
Our charges thought at first that the trucks really were 
Russian and that we had double-crossed them. 

I also met a Hungarian working on the autobahn who, 
after serving in the U.S. Army, had settled in America. 
When the fighting started he had sold up, flown to 
Austria, and crossed into Hungary to join the freedom 
fighters. He said he had travelled to within 30 miles of 
Budapest, spending most of his time in ditches avoiding 
Russians, without meeting a freedom fighter, before giving 
up and becoming a refugee himself 
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The Human Side 

We now began to hear the stories that our charges had 
to tell \ mother with four very young children told us 
that her husband had deserted from the Hungarian Army 
to join the freedom fighters. He had explained to her that 
if he did not return by a certain date she was to cross 
the border and make for England. We also had aboard 
a consultant surgeon who had escaped during the fighting 
Several proved to be army deserters, and others political 
prisoners released by the freedom fighters. One lad, aged 
21, had been an officer cadet in the Air Force until it was 
discovered that his father had owned a shop during the war 
When released he had been in prison for 18 months 

An amusing incident was provided by a newly wed young 
husband who was concerned about whether he would be 
accepted by the English He had heard that the average 
Englishman had five maids and three butlers, and, although 
he had tried very hard, he had not discovered even one maid 
who was prepared to come with him to England 

Our friends in Karlsruhe contacted the Aachen Red Cross 
ind asked them to provide an evening meal for our party 
On arrival at Aachen we were met on the outskirts by ambu- 
lances, which conducted us to their headquarters They 
told us that they had had scouts out on the autobahn timing 
us, So that the meal would be ready and hot when we arrived 
Before leaving they loaded us with chocolate, food, and 


cigarettes It was pleasing to see the delighted smiles of 
the children when offered chocolate, or their bewilderment 
when given a banana. The other members of the party 


were amused when we introduced them to chewing-gum 

We were very impressed with the fitness of the voung 
men in our party. As soon as the coach stopped they 
would leap out and start limbering up They could also 
repeatedly hit a tin can at 30 yards with stones. One could 
almost feel sorry for a Russian, even in a tank, when these 
lads threw stones at them ! 

We journeyed through the night and reached Boulogne 
in time for breakfast on Wednesday, November 21. The 
Mayor conducted the party to the town baths, where they 
were all given a hot shower followed by a free lunch. But 
the baths were next to the local Communist headquarters, 
and several members came out and started to call the 
refugees “ fascists,” and saying that they had let the workers 
of the world down. An ugly incident was avoided only 
by threatening to call the police. One Hungarian, white 
with rage and with tears running down his face. said, 
‘Fancy calling us fascists! They do not know Com- 
munism: we once welcomed it, and look what it did to us.” 

While in the wash-house I discovered that one of the lads 
had a large upper abdominal discharging sinus following a 
stab wound. 

Journey's End 

On board the Lord Warden the refugees were given a 
second hot lunch. It was with regret that we parted with 
them that evening at the reception centre in the Fulham 
Road, London. 

Generally their health seemed to be very good, and Dr. 
Crisp and I had very little to do. A suitcase fell off the 
rack, cutting one man’s scalp, which had to be sutured: 
another man developed pneumonia in northern France. He 
was admitted to Dover Hospital immediately on docking. 
One of the mothers developed a whitlow, which was opened 
on reaching London. 

Finally, what caused the Hungarians to revolt? This is 
the answer I received: “We were tired of not being able 
to say what we wanted to say, of not being able to listen 
to what we wanted to listen to, of not being able to go 
where we wanted to go, of not being able to do what we 
wanted to do, of not being able to read what we wanted to 
read, and we wanted to have a fair return for the very 
long hours that we were working.” 


I wish to thank Mr. A. L. Abel, my chief, for allowing 
me to go on this journey. 
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at this time of the year... 


The increase in upper respiratory tract infection 
calls for the discriminating use of 
a safe and efficient nasal decongestant 


IN A WORD... Fon 0X NASAL DROPS 


Isotonic Nasal Drops 


of Phenylephrine and Naphazoline. 
Basic N.H.S. price 1 8 per 4 fl. oz. dropper bottle 


BOOTS PURE DRUG COMPANY LIMITED - NOTTINGHAM - ENGLAND 
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... mean HEALTHY FAMILIES, for without Nature’s gift of Health, 
there is NO Happiness. 

Ante- and post-natal care, a safe delivery and advice to the mother about 
feeding the infant—in fact the Health of the Family—lie in your hands. 
Should breast feeding be contra-indicated you can place your trust in 
Cow & Gate. 

We are very proud of the ever increasing number of Doctors who 
recommend our Food. 


Babies fed on Cow & Gate are our finest recommendation. 


If you wisely recommend Cow & Gate, liquid milk 
is still available at \4d. a pint 


COW é GATE MILK FOODS 


Guildford Surrey 
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BRITISH INSTITUTE OF RADIOLOGY 
RADIATION-INDUCED CANCER IN MAN 


Sir STANFORD CADE, senior surgeon to the Westminster Hos- 
pital, gave the opening address at the annual congress of 
the British Institute of Radiology held at the Caxton Hall, 
Westminster, on December 6 and 7. His subject was 
“ Radiation-induced Cancer in Man.” 

The first case of radiation-induced cancer in man occurred 
seven years after the discovery of x rays in 1895, said Sir 
Stanford. Since then the carcinogenic properties of ionizing 
radiation had been fully recognized, and the incidence of 
such cancers, although small, had provided considerable 
material for study. All types of cancer—carcinoma, sar- 
coma, and leukaemia—had resulted from exposure to radia- 
tion. To the cases published since 1902 he could now add 
a personal series of 15 patients. Radiation-induced cancer 
had afflicted three different groups of victims in sequence: 
(1) The “ radiation martyrs,” to whom the exposure was an 
occupational risk. (2) The therapeutic victims. (3) The 
present-day group, which comprised both those submitted to 
therapeutic and diagnostic exposures and also the popula- 
tion as a whole, which was exposed to the potential dangers 
of atomic energy. 


“ Radiation Martyrs” and Victims of Therapy 


The “ martyrs” of the developing stage of the new science 
were the technicians, scientists, doctors, nurses, and dentists 
Their radiation-induced cancer was the result of gross over- 
exposure in the early days, when the biological effects of 
ionizing radiations were yet unknown, dosage measurements 
were crude and inaccurate, and protection measures non- 
existent. These cases were of historical interest only ; they 
no longer represented a hazard. The latent period between 
their exposure and the development of cancer varied from 7 
to 20 years. In this group should be included the cases of 
lung cancer in the pitchblende miners of Joachimsthal and 
Schneeberg, where the inhalation of radon was the causa- 
tive agent, and the cases of bone sarcoma from ingestion of 
radioactive material by the watch-dial painters of New 
Jersey. 

The second period covered the cases of cancer following 
the therapeutic use of ionizing radiation and also included 
the few cases where cancer followed the prolonged diag- 
nostic exposures of the pioneer days. The majority of these 
victims were submitted to radiation for benign conditions ; 
skin lesions, actinomycosis, syringomyelia, goitre (mainly 
thyrotoxicosis), tuberculosis of the lymph nodes, bones, and 
joints, and angiomata. The latent period was much longer 
than in the case of the “martyrs,” varying from 10 to 50 
years, and cancer developed at the site which had been 
severely damaged by irradiation. This period had now 
nearly come to an end. Severe radiation damage to the skin 
was seen less frequently; the vogue for the treatment of 
goitre and tuberculosis by external radiation had happily 
passed ; and the enlightened radiotherapist now hesitated to 
treat benign lesions by radiation, and then only in a more 
conservative fashion. It was more and more the accepted 
opinion that benign lesions should not be treated by radia- 
tion if other methods were available, and that in children 
and infants radiation presented real and great risks. 
Recently it had been reported that the incidence of carci- 
noma of the thyroid and of leukaemia in children who had 
received x-ray therapy to the thymus was significantly higher 
than in the general population or among their siblings. 

The great bulk of radiotherapeutic effort was now directed 
to the treatment of malignant disease, where greater risks 
were justifiable and where the patient's expectation of life was 
shorter than the latent period of radiation-induced cancer. 


Present-day Hazards 


The third and present period had seen the development of 
megavoltage apparatus, the use of radio-isotopes, and the 
effects of atomic weapons. 
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From the early days of megavoltage it had been noted 
that post-radiation effects produced characteristic tissue 
changes. Whereas previously the main radiation damage 
was in the skin, with megavoltage there were marked 
changes in the subcutaneous tissues, fat, muscles, and bones. 
Although no case of cancer resulting from the therapeutic 
use of megavoltage had yet been recorded, it was not un 
reasonable to presume that the “leathering™ of tissues 
following the higher tissue-doses now used might eventually 
result in the development of sarcomas of the soft tissues. 
Such risks, however, were justifiable in the treatment of 
cancers with a fatal termination in one or two years. If 
radiotherapy was to deal adequately with cancer of the lung, 
oesophagus, or stomach, or with bone sarcoma, these risks 
were ethically justifiable. 

It was as yet too early to assess the possible dangers of 
radioactive iodine in the treatment of thyrotoxicosis. Not 
enough time had yet elapsed to exclude the possibility of 
unpredictable post-radiation effects, and the tragedies of 
v-ray therapy for goitre in the past might yet be repeated 
As other methods of treatment were available where the 
risks were assessable, the use of radioactive iodine in the 
treatment of thyrotoxicosis should at present be considered 
as experimental. 

The correlation between radiation exposure and leukaemia 
had been studied in three groups of cases. The United 
States National Research Council had analysed the leuk- 
aemia records of the Atomic Bomb Casualty Commission in 
Hiroshima and Nagasaki, and had found a greater incidence 
of leukaemia in those exposed to risk. The latent period 
was six years, and the incidence had continued at the same 
increased rate until the ninth year, when the report was 
published, and in all probability was still continuing. In 
Britain, the Medical Research Council’s investigations on 
the incidence of leukaemia in patients treated by xv rays for 
ankylosing spondylitis had also shown an increased inci- 
dence. Although the incidence was ten times greater than 
in the absence of radiation, it represented only one-third 
of 1 of the cases at risk, and treatment of such cases 
by radiotherapy remained a justifiable procedure. The 
recent survey by Dr. Alice Stewart and her colleagues of 
the incidence of leukaemia in children whose mothers had 
had radiographic examinations of the abdomen during preg- 
nancy had focused attention on the fact that such unborn 
children were being submitted to total body radiation and 
that even very small doses under such conditions might 
present a definite hazard. 


Conclusion 


The study of radiation-induced cancer in man, said Sir 
Stanford Cade in conclusion, showed that throughout the 
period of development the risks had become known and 
that the peak of incidence both in occupational and in thera- 
peutic cases had passed. But elimination of all risks, 
although an ideal. was unlikely in the medical use of 
radiation. Research was needed to diminish the risks still 
further, but not at the expense of effective treatment and 
accurate diagnosis. 


Clinica Chimica Acta, an international journal of clini 
cal chemistry, has just completed its first year of publi- 
cation. It aims to help achieve a synthesis of the work 
of clinical chemists throughout the world, and besides 
original contributions will print reviews of the main fields 
of developing research in their subject. Papers are pub- 
lished in English, French. or German, with summaries in all 
three languages and Russian. The international editorial 
board of 14 includes Professor N. F. MactaGan (London) 
and Dr. C. P. Srewarr (Edinburgh). Professor R. A. 
McCance, F.R.S. (Cambridge), and Dr. A. J. P. Martin, 
F.R.S. (London), are members of the advisory board. 
Clinica Chimica Acta appears six times a year. It is distri- 
buted in Britain by the Cleaver-Hume Press Ltd., 3), 
Wright's Lane, London, W.8, the annual subscription being 
90s. 
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Correspondence 


Because of heavy pressure on our space, corre spondents are 
ashe Keep their letters short. 
Albomycin 
Six, In a letter addressed to yourself Dr. G. F. Gause, 
Deputy Director of the Institute for Antibiotic Research, 
Moscow, and author of the paper on albomycin (Journal, 


November 12 1177), complains that the properties 
of this antibiotic are misrepresented in the subsequent paper 
by Garrod and Waterworth VJournal, July 14, p. 61). Dr 


Giause writes He used a preparation containing 5S", of 
albomycin and 95°. of inert powder (sodium chloride), as 
is clearly indicated on leaflets for medical profession 


ittached to the bottles with albomycin. However, Dr. Gar 
rod took this powder by a mistake for 100%, albomycin 
actual § and by this arbitrarily reduced the 
tlhomyvcin by at least 20 times.’ 

I wish to state in the first place that the package in my 
contained no leaflets, and that the labels on the 
individual ampoules did not give the in 
pure. [ acknow- 


mstead of 


activity of 


po SCSSIOT 
box and on the 
formation that the contents were only 5 


ledge having suspected that the material was impure, for 
the following reason Dr. Gause’s paper contains the state- 
ments: (1) that pure albomycin inhibits the growth of 


staphylococci in a dilution of 1 in 700,000,000 ; (2) that the 


unit of albomycin is the amount inhibiting their growth tn 
I ml It can hence be calculated that | unit=00014 veg 
Ihe ampoules were labelled as containing 1,000,000 units 


ind should therefore have contained 1.4 mg., whereas their 
contents weighed about 43 meg This should perhaps have 
been mentioned in our paper, but the precise degree ol 
activity of this product seemed of little consequence in com- 
parison with the fact that 24 out of 52 strains of Staphylo- 
coccus aureus were initially resistant to it and the remainder 
became so during overnight exposure 

Dr. Gause has kindly sent me one ampoule of pure 
albomycin, with which I have now been able to do similar 
tests of activity against Staphylococcus pyogenes I can 
confirm that under certain conditions this has many times 
the activity of the previous material. On nutrient agar con- 
taining doubled dilutions there is a 32- or even 64-fold 
difference in the minimum inhibuory concentrations for a 
sensitive strain when the inoculum is light (trom a 1 in 500 
dilution of a broth culture) Results of tests in broth are 
similar but erratic. On the other Sand, those strains origin- 
illy found resistant to the impure material are also resistant 
Moreover, when one drop of undiluted culture 
inoculum in tests broth, even a 
in a concentration of 32 «g./ml 


to the pure 
is used as the made in 
sensitive strain grows freely 
of the pure material (higher concentrations not tested), and 
dilute inoculum from such a exhibits full 
nutrient agar containing concentrations up to 
1,000 «g./ml. It seems that any population of staphylococc: 
contains a small minority of cells either initially resistant 
to albomycin or capable of becoming so with unexampled 
facility. 

We have no evidence that other species of bacteria react 
to albomycin in this way, and it is not surprising that this 
remarkable antibiotic should be highly effective in infections 
due to organisms fully sensitive to it, such as the pneumo- 
coccus. What is difficult to believe, in view of the astonish- 
ing rapidity with which extreme resistance appears, is that 
it should serve for the treatment of staphyloc« | infections, 
and the short clinical section of Dr. Gause’s contains 


even a culture 


growth on 


no specific statement that it ever has. I must rard the 
claim that the action of albomycin on stap cocci is 
‘about ten times as strong as that of penicilli: s one of 
the wildest misstatements ever to appear in sci litera- 
ture.—-I am. etc 

LAWRENCE P RROD 


ORRESPONDENC E 


Sir, Professor L. P. Garrod has been kind enough to 
allow me to read his letter concerning albomycin before 
publication, and I would like to make some comments about 
this antibiotic. I had the opportunity to examine the pre- 
paration used by Professor Garrod in his early work 
(Journal, July 14, p. 61) and to compare it with a “* pure” 
sample of albomycin which was kindly donated to the 
National Institute for Medical Research, for experimental 
purposes, through the offices of Dr. G. F. Gause. When 
assayed by conventional cup-plate diffusion techniques, 
using either Staphylococcus aureus or Bacillus subtilis as 
test organism, the early material had an activity equivalent 
to 3°. of the pure material on a weight basis. The early 
material was for clinical use and contained sufficient sodium 
chloride to give an isotonic solution when the contents of 
the ampoule were dissolved in 4-5 ml. of water. The pre 
sence of the sodium chloride was not, however, stated on 


the label 


I can confirm the observations of Professor Garrod 
regarding the emergence of resistance in cultures of 
Staphylococcus aureus treated with albomycin. Prelimi- 


nary experiments have shown that nine out of ten recently 
isolated strains of this organism contain a proportion of 
cells, of the order of | in 1,000,000, which are resistant to 
the antibiotic. Furthermore, cells which are not killed 
in the early stage of exposure appear to multiply as the 
available oxygen and the oxidation-reduction potential (Eh) 
of the medium are reduced. Albomycin in solution has a 
reddish-brown colour which disappears when it is reduced 
by ascorbic acid, sodium thioglycollate, or cysteine. If mini- 
mal quantities of reducing agent are used, aeration causes 


the return of the normal colour of the albomycin It 
is of interest to know whether the activity is retained 
by albomycin in the reduced state, as this may have a 


bearing on the emergence of apparent resistance in in vitro 
cultures. 

Because of these factors, the definition of the potency of 
albomycin in terms of “ Staphylococcus aureus inhibition 
units ” has very little meaning outside the particular labora- 


tory where the potency is measured. A unit of activity 
based, like the early “ Oxford unit” for penicillin, on the 
response of a given test organism rather than on a com- 


parison with a standard leads to many complications. As 
Professor Garrod has shown, the response of Staphylo- 
coccus aureus to albomycin varies enormously with the 
density of inoculum used and with the duration of incuba- 
tion before the activity is measured. Dr. Gause has also 
demonstrated variations in the activity of albomycin, depend 
ing on the availability Of oxygen, an effect which I have also 
observed. If albomycin is to become available outside the 
U.S.S.R. it is hoped that a standard preparation will be set 
up, so that the potency of samples may be given in terms of 
units of activity based on the standard preparation ; in this 
way confusion will be avoided 

The measurement of the activity of an antibiotic in terms 
of “ Staphylococcus aureus inhibition units” may be diffi- 
cult, but the comparison of two unrelated antibiotics on this 
basis has little, if any, general significance. This could not 
be more clearly demonstrated than in an attempt to com- 
pare albomycin and penicillin activities in vitro. By vary- 
ing the experimental conditions I have been able to obtain 
values for the relative activities of the two antibiotics cover- 
ing the values obtained by both Dr. Gause and Professor 
Garrod 

The factors affecting the resistance of Staphylococcus 
aureus to albomycin are so complex that it is fruitless to 
speculate on the relative efficiencies of the two antibiotics 
in vivo on the basis of in vitro experiments. This question 
will only be settled by experiments in man and other 
animals, but the quantities of albomycin required for such 
experiments have not been available in this country.—-I 
am, etc., 

J. W. LiGutrsown, 


Department of Biological Standards 


London, N.W.7 National Institute for Medical Research 
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Hy perparathyroidism and Steatorrhoea 


Sik.—The article by Mr. D. R. Davies and Drs. C. E. 
Dent and A. Willcox in your recent issue (Journal, November 
17, p. 1133) raises a number of interesting points. We are 
surprised that they should invoke “obscure metabolic 
to explain the osteomalacia of steatorrhoea and 
describe it as “mimicking vitamin-D deficiency.” Defec- 
tive absorption of fat-soluble substances like vitamin D 
and its precursors ts surely to be expected in steatorrhoea 
Deficiencies of vitamins A and K are a familiar feature of 
some cases of steatorrhoea, and presumably it is a com- 
parable vitamin-D deficiency which leads to osteomalacia. 
This is confirmed by the good response to vitamin-D 
treatment by injection.’ In our experience, very large doses 
of vitamin D are needed orally, but only moderate doses by 
injection, to alleviate the osteomalacia of steatorrhoea, as 
also found by Badenoch and Fourman. 

Most workers have agreed with Erdheim’ that the en- 
laurged parathyroids of osteomalacia and rickets are due to 
secondary hyperplasia ; this enlargement is found both in 
vitamin-D-deficient animals’ and in rachitic children.” In 
view of the known phosphaturic action of parathyroid 
hormone, this parathyroid overactivity is the most probable 
basis for the low serum P. which is the characteristic bio- 
chemical feature of rickets and osteomalacia. Further, the 
associated high phosphate clearance can be temporarily sup- 
pressed by the infusion of calcium, which probably * shuts 
off” the parathyroid glands.’ 

Mr. Davies and Drs. Dent and Willcox have now added 
their observation of subperiosteal erosions to the great 
body of evidence that there is parathyroid overactivity in 
vitamin-D-deficient osteomalacia. The rarity of this radio- 
logical sign in osteomalacia is no better indication of the 
frequency of parathyroid overactivity than is its rarity in 
any series of primary hyperparathyroidism. It is the radio- 
logical counterpart of the osteitis fibrosa already reported 
by Lang* in osteomalacia. In their second case they go one 
stage further and suggest that these parathyroid glands of 
osteomalacia may develop autonomous functioning tumours. 
as has already been suggested for the secondary hyperpara- 
thyroidism of glomerular failure 

Their only evidence which suggests this is the possibly raised 
plasma calcium value of 11.4 mg./100 ml. In the presence 
of a normal blood urea this “ hypercalcaemia”™ is incom- 
patible with the low urinary calcium reported. The simplest 
explanation for this discrepancy would be an error in the 
serum calcium estimation ; but an alternative one would be 
that the raised serum albumin (4.9 g.°) was binding an ex- 
cessive proportion of calcium, so that the ultrafiltrable 
fraciion was either normal or even low when derived by 
formulae using the total serum calcium and the albumin and 
globulin concentrations.” 

We search in vain for other evidence that the patient's 
hyperparathyroidism was autonomous and not suppressible 
by full correction of the vitamin-D deficiency. It is clear 
from the initial balance (Graph 2) that even the enormous 
oral dose of dihydrotachysterol (D.H.T.) was relatively in- 
effective on this patient, due doubtless to its malabsorption ; 
and her subsequent prolonged treatment was by smaller and 
even less effective doses. Parenteral therapy, the obvious 
treatment in the presence of malabsorption, was never 
attempted. They have indeed shown that the bone pains of 
osteomalacia may be immediately relieved by parathyroid- 
ectomy—a treatment already suggested for osteomalacia." 
But this does not prove that the parathyroids removed were 
autonomous tumours, nor do the post-operative chemical 
changes throw any light on this problem. To the best of 
our knowledge the only test of the autonomy of parathyroid 
tissue remains the calcium infusion procedure described by 
Howard et al.’* and modified by us’ : other than the demon- 
stration of persisting abnormality after adequate vitamin-D 
replacement treatment, which this patient never received 
before the second parathyroid operation. 
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What of their pathological evidence ? A parathyroid of 
150 mg. (about thrice normal), composed mostly of chief 
cells, was removed at the first operation, when it was the 
largest of the three seen ; at the second operation, another 
of similar histology and weighing | g. was removed, follow- 
ing which there developed the serum biochemistry of hypo- 
parathyroidism. Can any pathologist be sure that these 
were not the findings of secondary hyperparathyroid- 
ism ?'''* Have the authors not provided the pathological 
evidence, which they have been unable to find in the litera- 
ture, that the untreated or incompletely treated osteomalacia 


of steatorrhoea is associated with secondary hyperpara- 
thyroidism We are, etc., 

London. W.12 RUSSELL FRASER 
Isleworth B. EF. C. Norpin. 
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B.C.G. Vaccination after Replacement Blood 
Transfusion 


Sik,-A report is given by Drs. A. S. Hutcheson and P. 
Macpherson (Journal, October 13, p. 863) concerning a child 
who was vaccinated with B.C.G. on its fourth day of life, 
after having been subjected to an exchange transfusion in 
its first 24-hour period owing to Rh incompatibility. After 
a week a local induration was observed 8 mm. in diameter, 
which gradually increased in size and ulcerated with a puru- 
lent flow. It was assumed to be an allergic phenomenon, 
probably due to the fact that the blood used at the exchange 
transfusion derived from a tuberculin-positive donor. 

At the obstetric clinic of Karolinska Sjukhuset, Dr. B. 
Broman performs a great number of exchange transfusions 
yearly on children when the indications are morbus haemo 
lyticus neonatorum. These children come from all parts 
of Sweden. They are kept for a few days at the paediatric 
clinic after the transfusion, and then returned to their 
mothers in the obstetric clinic. Regularly, before the child- 
ren are allowed to leave the obstetric clinic, a B.C.G. vac- 
cination is performed. Check-ups are made at their homes. 
those from the Stockholm district being received at the 
paediatric clinic. In the 60 children from the Stockholm 
district transfused during 1955 and 1956, no reactions of 
the kind described by Drs. Hutcheson and Macpherson were 
observed. 

The local reactions of these children after B.C.G. vaccina- 
tions did not differ from others. At the exchange transfu- 
sions blood is taken from donors belonging to the normal 
population of a city. No tuberculin tests were made on 
these donors, but they must be assumed to be tuberculin- 
positive to the same extent as is the normal population 
of a city. <A good two-thirds of the population may be 
supposed to be positive. Accordingly, the blood used at 
the transfusions may be calculated to derive from positive 
donors in at least two-thirds of the cases. 

As this is the only case of the kind it cannot be regarded 
as anything but a secondary infection ; this all the more as 
allergic reactions in tuberculin-positive cases can probably 
be attributed to tissue allergy, and not to a passive allergy 
brought on by the blood of the Prausnitz—Kiistner type 


We are, etc. M. D'AVIGNON 


Stockholm G. BERGLUND 
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Troublesome Staphylococci 


Sir Ihe carriage of Staphylococcus aureus in the nose 
t healthy people is well recognized, carriers being classified 
iS persistent and temporar while other individuals appear 
© be resistant to colonization lemporary carriage 1m 
les some means of transfer of the organism from one 
person to another, but the mode ol transier ts not sltogether 
clear. Studies in close but not intimate communities, such 
is schoolboys by Thompson and Schwabacher,” or trainee 
nurses by Brodie, Sommerville, and Wilson’ and Hutchison, 
Green and Grimson.’ have failed to detect evidence of cross 

oniZation 

With the object of demonstrating cross-colonization, we 
examined a group of 32 healthy girls under preliminary 
nursing training. These lived in three houses and slept four 
or fewer to a room. Nasal swabs and bed blanket flora from 
ach girl were examined weekly for nine weeks, together 
with the dust of each room 

There were 15 (47°) permanent carriers of Staph. aureus 
§ (16%) temporary carriers, and 12 (37%) failed to carr 
Staph. aureus. One of the non-carriers harboured B. proteus 
throughout the investigation, Six of 1S permanent carriers 
spread their nasal organism to their own blankets on one 
w more occasions, and from three carriers dispersal to the 
room dust occurred. One temporary carrier conveyed her 
strain to her own blanket, where the organism was found a 
week after she had apparently ceased to carry ; she did not 
become re-colonized. Spread of a girl's strain to the bed of 
her colleaguefs) in the same room was found on two 
occasions, and probably to the bed of a girl in an adjacent 
room on one occasion Nevertheless there was a complete 
failure to demonstrate cross-colonization between girls. The 
few colds which occurred did not appear to affect signifi 
cantly carriage in the individuals concerned or their room 
mates 

Since temporary carriers did not apparently acquire their 
organisms from their colleagues--although these strains were 
present in blanket and room dust, and presumably also on 
clothes—it might not be altogether facetious to implicate 
the occasional more intimate family or boy-friend contact 
which we have had no opportunity to investigate-—We 
are, etc., 
J. G. P. Hurcnison 
C. A. GREEN 
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The interesting letter from Dr. Mary Barber 
(lournal, November 24, p. 1235) invites comment. Pro 
fessor W. McDermott Journal, October 13, p. 837) may 
be correct in stating that “a penicillin-susceptible staphylo- 
coccal infection in a patient virtually never becomes drug 
resistant during therapy.” The truth is that (as Dr. Mary 
Barber must know) a_ penicillin-resistant staphylococcal 
infection in a patient can often be demonstrated before 
therapy This phenomenon occurs in hospitals, probably 
because it is only in hospitals that the patient's infecting 
organism is isolated, identified, and tested against a panel 
of antibiotics before treatment. That this occurs is no reflec- 
tion on the skill and care of the general practitioner ; it is 
merely a reflection of the obvious fact that (under modern 
conditions) a general practitioner cannot get these tests per 
formed in time for him to take advantage of this guidance 
in therapy 

The patients with susceptible staphylococcal infections do 
not come to hospital: they are cured at home. These facts. 
which are common knowledge among all grades in the 


CORRESPONDI E . 


medical profession, rather dispose of the rash statement that 

a penicillin-susceptible staphylococcal infection in a patient 
virtually never becomes drug-resistant during therapy.’ 
I am, etc., 

Enoing, Eseca FRANK MARSH 

Sir,—Those concerned with the hospital spread of 
staphylococci may be interested in the paper by J. ¢ 
Colbeck This author has done detailed work on the role 
of ward equipment in spreading the organism. Wash-bowls, 
baths, and mattresses were frequently heavily contaminated 
Practical methods are suggested to control these hazards 
It seems to me that outside hospitals very little is known 
about the epidemiology of the staphylococci Dr. P. D 
Mulkern’s plea (Journal, November 3, p. 1056) that we 
should know more about the host seems justified. In general 
practice it seems not uncommonly believed that an attack 
of boils is often seen in an individual under stress. This 
may not be a matter of immunity. Those under stress may 
handle the nose and skin surface more frequently than usual! 
In everyday life the hand and fingers may be considerable 
factors in spread. For this reason the itching rash is more 
liable to the complication of boils than, say, psoriasis. But 
these modes of transmission and spread may not always 
apply to hospitals and their special environment.—-I am, 
etc... 

Chester G. 
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Delayed Emptying of Gastric Stump 


Sir,—lI was interested to read the letter from Mr. Richard 
Welbourn (Journal, November 17, p. 1172) on delayed 
emptying of the stomach following a partial gastrectomy 
| had a similar experience many years ago, which I reported 
in an article in the Journal in 1941, the title of which was 

Acute Dilatation of the Stomach.” My view then was 
that the dilatation of the stomach after a gastrectomy was 
comparable to a condition of paralytic ileus of the small 
intestine, which is seen rarely after any operation in the 
abdomen. In fact the aetiology of the condition is as yet 
unknown, and is a most unfortunate thing when it does 
occur 

My main interest, however, in replying to Mr. Welbourn’s 
letter is due to the suggestion he has made in the last 
few lines of that letter. He states that (and here I quote) 
“ Thirdly, the simplest solution to the problem might be 
to pass a double tube at the time of gastrectomy. One 
lumen would drain the stomach in the ordinary way and 
the other would go through the stoma and could be used 
for feeding if the stomach failed to empty.” Actually | 
have devised such a double tube, which I use as a routine 
in all my gastrectomy cases. This double tube is introduced 
through the nose into the stomach prior to operation. When 
the anastomosis is being made, whether the operation is 
Billroth 1 type of operation or a Polya anastomosis, the 
feeding element of the double tube is led through the 
Opening into either the duodenum or small intestine, which- 
ever operation is being carried out. The larger of the twin 
tubes remains inside the remnant of the stomach and is used 
only for aspiration. Through the smaller of the two tubes 
drip feeding is started immediately the operation is com- 
pleted The fluid given into the intestine consists of a 
mixture of 1 oz. (28 g.) of “casilan” in one pint (0.6 1.) of 
tap-water. This mixture is prepared by the ward sister, so 
that the casilan is thoroughly in suspension in the water. 
This is best done in a machine such as a Horlick’s mixing 
machine or some such similar machine. The drip is run 
in at approximately the same rate as a blood drip into a 
vein. In all, one attempts to give 3 pints (1.7 1.) in 24 hours 
If more than this is given it tends to produce diarrhoea. 

My reasons for adopting this procedure are as follows : 
(1) Proteins, fluids, and electrolytes are given to the patient 
by the natural route. Potassium is contained in the casilan, 
and therefore there is no worry that there is a lack of 
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PENICILLIN-V Lilly 


Reports prove that Penicillin-V will give clinical 
THE results comparable with parenteral penicillin, and is more 


potent dose for dose than other oral penicillins. 


ef ect ve Penicillin-V is unique in that it is unaffected by the 
ORAL action of gastric acid. Whenever penicillin is indicated, 
Penicillin-V is the product of choice. 


PENICILLIN The average dose is 125 mg. (200,000 units) four times daily. 


increased in severe infections. 


*PULVULES’ PENICILLIN-V, LILLY, 


60 mg. (Paediatric) 
125 mg. (200,000 units) 
250 mg. (400,000 units) 


SUSPENSION PENICILLIN-V LILLY, Paediatric 


In bottles to make 60 cc., containing 62.5 mg. (100,000 units) 
in each large teaspoonful. 


TABLETS PENICILLIN-V-SULPHA, LILLY, 


125 mg. Penicillin-V with 0.5 Gm. Sulphonamides (Sulpha- 
diazine, Sulphamerazine and Sulphadimidine). 


Le EL! LILLY & GOMPANY LIMITED 
BASINGSTOKE HANTS 
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Does Treatment create Abnormalities ? 


GOT instant relief: digestion returned to normal within a week.” 

Such a report by a patient would certainly give his doctor 

satisfaction. But in a case of peptic ulcer, where the treatment 

has been with an antacid, have we the right to be so uncritically 

confident? All body functions are delicately balanced, and 
gastric function is no exception. In the period of symptoms, there may 
have been too much acid—an abnormality. A strong antacid will 
relieve pain, but if too much acid has become too little acid, we again have 
abnormality —an abnormality moreover, which may stimulate further 
acid secretion and eventually render permanent an otherwise temporary 
disability. 

Such an abnormality cannot be accepted merely because it is 
not associated with symptoms. The pain of appendicitis can be killed 
with morphia, but this does not cure the appendicitis. Can one be sure 
that the patient’s response to treatment with an antacid is not actually 
associated with a further disturbance of gastric function? Does the 
subjective response truly reflect the actual conditions in the stomach? 

The one safe antacid therapy in the present state of knowledge 
is that which restores gastric acidity to normal and at the same time 
prevents autolytic digestion. The only satisfactory compound known to us 
which does this is Bismuth Aluminate Bi, (Al,O,);. 1OH,O, now available 
to the medical profession under the name Bislumina. This preparation 
has been placed in Category 3 by The Ministry of Health Standing Joint 
Committee and is prescribable on Form E.C.10. 


RESEARCH DEPARTMENT + MINING & CHEMICAL PRODUCTS LIMITED + 86 STRAND, LONDON, WC2 
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potassium in the post-operative period. (2) There is no worry 
that the patient is being overloaded with fluids such as could 
occur when an intravenous drip is used. (3) The house- 
surgeon can sleep at night, knowing he will not be called, 
as When a drip into a vein has stopped or is leaking into 
the bed. (4) The impression I have since using this method 
is that the post-operative course is much smoother. The 
patient does not complain of thirst and he does not look 
dehydrated after his operation I am, etc., 


London, W.1 Maurice Let 
REFERENCE 
Lee, M., and Somerville, E British Medical Journal, 1941, 1 5 


Treatment of Barbiturate Poisoning 


Sir,—Dr. A. Worlock’s experiences with 8-ethyl-8-methyl 
glutarimide (NP13) and amiphenazole (D.A.P.T.) in cases of 
severe barbiturate poisoning (Journal, November 10, p. 1099) 
confirm a fairly widespread impression of the great value of 
these drugs 

Since Shulman ef al. described this treatment in the 
Journal last year’ it has been the fashion to follow their 
method of giving both drugs. I am a little doubtful of the 
part played by the D.A.P.T. and wonder if NP13 alone has 
been given an adequate trial. When I first used this treat- 
ment for barbiturate poisoning the D.A.P.T. was available, 
somewhat inappropriately only, in tablet form. The result, 
using intravenous NP1I3 alone every 10 minutes or so for 
two hours, was impressive, as it has been in subsequent 
cases. Toxic effects appeared in the earlier cases described 
by Shulman et al. because of excessive and too rapid (though 
very effective) dosage, as they themselves admit, and toxicity 
was reduced not only by giving D.A.P.T. as well to later 
cases but also by being more cautious with the NPI3. 

Let us have simplicity wherever it is possible, and, if one 
drug will serve where two are being used, why not use the 
one, particularly as the other has to be prepared specially 
for each cuse I am, etc., 
Great Missenden, Bucks H. G. PENMAN 
REPERENCE 
Shulman, A., Shaw, F. H., Cass, N. M.. and Whyte. H. M 

Medical Journal, 1955, 1, 1238 


British 


Sir,—I would be interested to know the method Dr. A 
Worlock used (Journal, November 10, p. 1099) to elicit the 
reaction of the pupils to accommodation in an unconscious 
patient._—I am, etc., 


Darlington S. HINGSTON. 


Carbon-monoxide Poisoning 


Sir,—Professor A. Bradford Hill's report (Journal 
November 24, p. 1220) suggests an additional point in con- 
nexion with resuscitation. Those who are familiar with the 
natural history of coal-gas suicide know that the circum- 
stances of self-administration are usually such that the would- 
be suicide is undisturbed for a lengthy period. It follows 
that death will have occurred long before discovery and that 
any kind of treatment is unlikely to succeed. If the majority 
of carbon-monoxide poisonings are self-administered no 
change in the form in which the oxygen is given is there- 
fore likely to influence the mortality rate. 

This is not to suggest that all known means of resuscita- 
tion should not be tried, but to indicate a further argument 
that the change-over to the use of pure oxygen is unlikely 
to have affected the mortality rate-—I am, ete., 

London, W.6 GAVIN THURSTON. 


Neostigmine-resistant Curarization 


Sir.—The relationship between potassium depletion and 
sensitivity to relaxants of the p-tubocurarine type is becom- 
ing clear. and a recent paper by Foster’ seems to have estab- 
lished this beyond reasonable doubt. He has shown that 
conditions of electrolyte imbalance, p-tubocurarine, and 
similar drugs may penetrate the blood-brain barrier and 
produce central, as opposed to peripheral, depression of the 
respiration. It is not surprising that such central activity 
is unaffected by neostigmine. 
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Foster has described two grades of his clear-cut syndrome. 
In grade | the potassium depletion is acute and the central 
depression minimal. Peripheral paralysis, after an initial 
resistance to the drug, is greater than would be expected. In 
these patients neostigmine may eventually be effectual. The 
case described by Drs. W. E. B. Scott and J. C. Clarke 
(Journal, November 17, p. 1174) would fit this picture 
In grade 2 the potassium depletion has been sufficiently 
long-lasting to result in loss of intracellular potassium, In 
these cases there is a marked central effect of tubocurarine 
causing prolonged respiratory depression, hypotension, and 
unconsciousness. Neostigmine is here without beneficial 
effect. 

I think the time has come, as Scott and Clarke suggest, 
when it must be stated that this type of relaxant is contra- 
indicated in conditions likely to be attended by depletion 
of intracellular potassium. It should be stressed that the 
plasma potassium level is not always an indication of the 
intracellular conditions, particularly in circumstances of 
dehydration Repeated succinylcholine injections or con- 
tinuous drip infusion may not be the answer, in view of 
the “dual” effect of this drug and the fact that these 
patients are also likely to have a lowered pseudocholin- 
esterase level. 

\ point mentioned by Dr. A. R. Hunter Journal, October 
20, p. 919) must be supported. Death in these patients is 
due to circulatory collapse, possibly, as Foster points out, 
associated with an exaggerated effect of the relaxant drug 
on the sympathetic ganglia. An important factor also is the 
prolonged intermittent positive pressure respiration which is 
likely to be required and which in these feeble, probably 
hypovolaemic, patients will lead to circulatory collapse, 
unless a sub-atmospheric pressure is used in the expiratory 
phase. It follows that these cases should be put on to a 
suitable respirator as soon as_ possible There is more 
than one type of inexpensive but adequate respirator now 
available, and regional hospital boards should see to it that 
each hospital is equipped with at least one This would 
have the advantage of providing a ready pool of respirators 
for a severe poliomyelitis epidemic, and also of operators 
with knowledge of their use.—I am, ete., 

Liverpool, 7 Tr. Gray. 
REFERENCE 
Foster, P. A., Brit. J. Anaesth,., 1956, 28, 488. 


Sir.—-The recent article by Dr. A. R. Hunter (Journal 
October 20, p. 919), and the letters which followed, illustrate 
a point of importance in connexion with alleged anaesthetic 
deaths—that is, the widespread fallacy that all obscure 
phenomena seen in anaesthetized patients are somehow due 
to the anaesthesia. This has caused many patients with 
curable disorders to die through neglect. 

When the anaesthetized patient develops a complication 
one must consider, in detail, five groups of possibilities 
(1) causes relating to pre-existing disease(s) of the patient ; 
(2) those related to the anaesthesia ; (3) mechanisms arising 
from the surgical procedure ; (4) miscellaneous and bizarre 
factors; (5) some combination of the above. Failure to 
analyse such problems thus has made confusion worse con- 
founded. When diagnosis is without prejudice the incidence 
of “anaesthetic” deaths will decline, first because many 
associated fatalities are not so caused, but, more important, 
because specific therapy will be possible. 

As regards the cases described, implicating anaesthesia 
fails to explain why the series included only those who 
were distended and had the abdomen sutured. The drugs 
therefore can be excluded, and the truth is that closing 
the belly without first eliminating the distension caused the 
trouble. Abdominal surgeons should be acquainted with 
the complications of pneumoperitoneum.—I am, etc., 

St. Louis, Missouri, U.S.A. M. G. Baccot. 


Sir,—I was interested to read Dr. K. A. Stewart's letter 
on neostigmine-resistant curarization (Journal, November 17, 
p. 1174), and must agree with him that a low plasma 
potassium level is a very unlikely cause for the reasons that 
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he puts forward. His theory on the synergistic action of a 
toxin from the obstructed bowel, however, while showing 
original thought, does not explain why this condition occurs 
in elderly patients only. He may well be right in thinking 
that certain toxins, specific or non-specific, may play some 
part in bringing about this condition. If, however, this is 
the complete answer, why is the condition not found in 
younger age groups ?—-I am, etc., 

London. W.2 ALAN Moorr. 


Vagotomy for Duodenal Ulceration 


Sin, The late results of vagotomy for duodenal ulcera- 
tion reported by Mr. J. A. Lloyd-Davies VJournal, November 
10, p. 1086) are at variance with those from this centre 


reported pre viously even though our cases are included 
by Mr. Lloyd-Davies in his series Unless a selection was 
tuken from our series and not the whole group, it ts difficult 


to understand how Mr. Lloyd-Davies found only 13 recur 
rences out of 366 cases when we encountered recurrences 1n 
24 of our 91 patients. Like Henson and Rob’ we wish to 
give warning of high recurrence rates, theirs being 12.4 
in 89 patients after 29 months, ours 28.2"), in YI patients after 
five years,’ and we do not consider vagotomy an operation 
for “general use in the surgical management of duodenal 
ulceration,” even when associated with an adequate drainage 
operation (though in our series no severe gastric retentioi 
persisted following simple vagotomy alone to indicate the 
need tor “ drainage 

Finally, we wish to draw attention to the fact that no 
correlation seemed to exist in our group between recurrence 
and a battery of post-operative tests for acidity ; some of 
our most successful cases soon reverted to their former high 
level of acidity, while some failures showed lasting reduction 


of acidity following vagotomy We are, etc 


P. G. BrevaNn 

B. N. Brook: 

Birmingham. I‘ G. SLANEY. 
REFERENCES 


' Slancy. G.. Bevan, P. G., and Brooke, B. N., Lancet, 1956, 2, 22 
Henson, G. }¥ and Rob. C. G., British Medical Journal, 1955, 2, 58% 


Herpes Zoster 


Sik. -As is usual with diseases for which treatment is 
unsatistactory, many remedies are suggested. Herpes zoster 
$ no exception. The injection of large doses of vitamin By 
is now recommended, and Dr. W. N. Leak (Journal, Novem- 
ber 10, p. 1115) advocates it to limit or prevent post-herpetic 
pain This is not new, but may well receive emphasis 
coming from the pen of such an original thinker. Timidly. 
therefore, yet following much experience in a large practice, 
I suggest that the evidence is far from convincing. I have 
used it in 1,000-mg. dose for a week and have observed 
no worth-while results. I only used it in middle-aged or 
elderly patients, since it is only in such that post-herpetic 
neuralgia can be troublesome. In the younger age groups 
complications do not occur, and recovery without treatment 
is the rule. It must be admitted that, to date, the neuro- 
tropic virus is proof against drugs, but, by analogy with 
anterior poliomyelitis, rest in bed from the start would seem 
to be essential in the group of cases liable to complications. 

I am, ete., 

J. Kay 


Liverpool 


Fetishism Treated by Aversion Therapy 


Sir, was most interested to read Dr. Cyril M. Franks’s 
letter on assessment of conditionability in certain personality 
types (Journal, November 17, p. 1174). Conditioned 
response therapy could, I think, be used in treating many 
sexual deviations, but, quite apart from the practical diffi- 
culties, the patient's incentive to take it would rarely be 
adequate. I started to treat an intelligent transvestist (in 
the psychiatric department of St. George's Hospital), and he 
discontinued treatment, not, so he said, simply because it was 
unpleasant but because at the first suggestion of success he 
realized that he did not want to lose his transvestism 
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These difficulties would not. however, arise in assessing the 
conditionability of a series of sexual deviants, an investiga- 
tion which might prove very illuminating. 

Dr. Franks mentions that drugs may be used in condi 
tioning because their effect is desired as a new response to 
an old stimulus, and also because they facilitate or hinde: 
conditioned response formation. I have wondered whether: 
the efficacy of apomorphine in producing conditioned aver- 
sion to alcohol may be due to both these effects. As far 
as I know, there is not yet any evidence to support this 
conjecture, but with Dr. Franks’s technique it could presum 
ably be easily confirmed or otherwise. It would be very 
interesting to know whether sub-emetic doses of apomor 
phine enhance conditionability.—I am, etc., 

London. §.W.1 J. RAYMOND 

Sir, I read with interest Dr. M. J. Raymond's article on 
the treatment of a case of fetishism by aversion therapy 
(Journal, October 13, p. 854) and Dr. Cyril M. Frank's 
subsequent letter (Journal, November 17, p. 1174) 

It is suggested that the predisposition to fetishism “ may 
lie in an unusual capacity to form conditioned responses 
and that this capacity may be used as an asset in treat 
ment.” In my opinion the development of this case is 
more satisfactorily explained in terms of neurophysiology 
by regarding the sexual response to the pram, etc., as a 
paradoxical one where what would normally be a weak 
conditioned signal (the pram) evokes a large conditioned 
sexual response, and where the normally strong conditioned 
signal (his wife) evokes s weak conditioned sexual response 
This shows that there is a “ pathophysiological point” in 
his nervous system, and this is confirmed by his need to 
attack the sources of his difficulty—the pram, and no doubt 
his wife, though this latter observation is not mentioned in 
so many words by Dr. Raymond 

Such a pathophysiological point may be caused by patho- 
genic conditioning, particularly to people, as signals based 
on feeding, excretion, and body protection reflex systems 
in infancy, and on the sexual system before and after 
puberty, and there are ample possibilities for this in the 
environment as outlined. 

The aversion treatment presumably works because the 
vomiting reflex “cuts out” the sexual one by negative 
induction and the conditioning process determines that the 
pram comes to evoke the vomiting reflex in place of the 
sexual, leaving his wife as the main and exclusive sexual 
conditioned signal. The patient’s abnormality is thus 
resolved to a beneficial extent.—I am, etc., 


Gartcosh, Lanarks Wittiam W. Gorpon. 


Cardiovascular Abnormalities with Oesophageal 
Atresia 


Sir,—I was interested in the memorandum of Drs. A. 
Aladjem-Tajhner and M. Oprijan (Journal, November 17 
p. 1160). It is of course true that congenital malformations. 
like the proverbial misfortunes, seldom come singly, and 
it is important that patterns of associated abnormalities 
should be recognized. Eventually this may prove to be of 
aetiological significance, but even on the present empirical 
level it is of value in prognosis and may suggest fruitful 
lines of investigation or prevent unnecessary ones. An obvi- 
ous example is the triad of splenic-agenesis, situs inversus, 
and gross cardiac defect which has recently aroused interest 
Such patterns are, however, rarely definable, and most con- 
genital abnormalities occur in what appears, in our present 
state of knowledge, to be a largely fortuitous distribution. 
This appears to be true in oesophageal atresia 

I have, in a little over a year at Alder Hey Children’s Hospital 
performed necropsies on 12 cases of this condition. In four. 
apart from the usual tracheal fistula, it was the only abnormality 
present. In one there was an associated atresia of the duodenum 
and rectum, and in another of the rectum alone. One had a 
diaphragmatic hernia and another a cleft palate, while in three 
cases one kidney was dysplastic. In only two cases, however. 
were defects of the heart found. One was a small ventricular 
septal defect which was likely to have remained symptomless, 
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Night attack 


The angina patient goes to bed in fear and may wake in agony. 
Peritrate prophylaxis can ease his mind considerably. Since Peritrate 
is a Jong-lasting coronary vasodilator, a single dose affords protection 
for as long as 4 to § hours . . . a considerable part of the night. 
Peritrate will not abort attacks completely — but it prevents attacks 
or reduces their severity in up to 80°), of cases. Exercise tolerance 
is increased, nitroglycerin intake is reduced and very few side- 
effects occur. 

Active principles : Pentaerythritol tetranitrate 10 mg. 

Packing: Bottles of 50 tablets and packs of 500 supplied to 
chemists for dispensing only. 

PERITRATE WITH PHENOBARBITONE. (Peritrate 10 mg. 
with Phenobarbitone 15 mg.) is also available, similarly packed. 


Peritrate 


Trade Mark 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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CARNATION MILK 


for Infant Feeding a The advantages | 
| of Homogenisation 


1. Breast Milk 2. Carnation Milk diluted to 3. Cows’ Milk 
whole milk standard 
The reduced reproductions of photo-micrographs above (originally magnifed ¢60 times) 
show a direct comparison between the fat globule size and distribution in breast milk, 
Carnation Milk and cows’ milk. It will be seen that the homogenisation process given 
Carnation Milk breaks down the large globules of ordinary cows’ milk and distributes 


them evenly 


The fat globules of ordinary cows’ milk average milk superior tor all intant feeding 

¢ micronms,. Carnation vglobu es alter homovenis Feeding bottles are easily cleaned by even 
ation average t micron, and this reduction in inexperienced mothers The risk of bacteria 
size increases the total number of fat globules entrapped in a fat film is eliminated 

by a minimum of 12¢ times. As only the total 6 The adaptability of Carnation because of 
surface area of the globules has been increased homogenisation permits the use of on simple 
and not the mass, the attraction between fat milk for ALL infant feeding, with the exception 
and serum exceeds gravitational force and a of specitic intolerances to milk solids other 
permanent emulsion is formed. Butterfat, than whey proteins 

separate out. Other attributes of Carnation Milk are: 


The advantages of homogenisation when 
prescribing Carnation Milk are: 
Fat globule surface area available for enzymic 


Safetv, because of sterilisation after the 
Carnation cans are sealed 


2 Hypo-allergenic properties 
action is increased as much as five times over 


that of ordinary milks. 


Complete digestion of the butterfat is 


3 Uniformity due to. standardisation of 


solids. 
4 Prophylactic 
§ Accuracy of measurement. 


practically assured and the irritating effect of 

free fatty acids, so troublesome with ordinary 

milk, is eliminated 

3 Miscibility of the fat in Carnation Milk with 
a Water during feed preparation and with 


out subsequent fat separation. “The Feeding of Infants” —a_ book 

b The contents of the upper digestive tract. specially prepared for doctors — to- 

4 Reduction below full-cream value removes gether with reprints of clinical investi- 

proportionately the important nutrients carried gations and Carnation feeding charts are 

by butterfat. These are the vitamins A, F and available from: Medical Department, 

K —the phospholipids and sterols of whole General Milk Products Limited, Bush 
milk. Homogenisation renders a full-cream House, Aldwych, London, W.C.2. 


Carnation Milk “« from contented cows” 
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and the other, in a child who died at four months, an infantile 
type of coarctation of the aorta with wide patency of the ductus 
arteriosus. 

My purpose in writing, however, is to mention an associated 
abnormality, the frequency and possible which 
do not appear to have received recognition. In four of the 12 
cases Paul's anomaly of the aorta was present. In this condition, 
which was described in two cases in 1948,' the ascending aorta 
ind arch are normal, but, having passed over the left lung reot 


significance oft 


the aorta passes to the right behind the oesophagus and descends 


on the right of that structure In three of our cases this was 
ibnormality present, while the fourth was 
issociated with the small septal defect described above 

It is as unlikely that our material has been unique in this respect 


is that other pathologists carrying out examinations on cases of 


the only cardiovascular 


oesophageal atresia have not observed this abnormality. Never- 
theless, it does not appear to be recognized as an associated 
phenomenon, although it is of interest for two reasons. First 


can it be regarded as the immediate cause of the break in conti- 
nuity of the oesophagus, in that a segment of the latter fails to 
develop because of pressure from the abnormal vessel It might 
of course be argued that both abnormalities are the result of a 
common noxious influence acting early in foetal life. The fact 
that three of the cases had associated abnormalities in other 
organs (aplastic kidney, cleft palate, and diaphragmatic hernia) 
might support this view, but it may still be true that, as far as 
the thoracic lesions are concerned, the aortic abnormality is prim- 
oesophageal atresia consequent upon it Although 
with Fallot’s tetralogy. Paul's 
with other defects extremely uncommon, 
and I find it difficult to believe, therefore. that 
under discussion is fortuitous Since the majority of 
oesophageal atresia have a normal aorta, it is unlikely that the 
defect of the oesophagus causes the aorta to deviate. On the 
other hand, the few cases of Paul's anomaly described have not 
been with ocsophageal atresia, While for the great 
majority of congenital defects we have no knowledge of causation, 
we have certainly to suppose that a given abnormality 
iS always produced by the same cause I would Suggest, there 
fore, that in cases of oesophageal atresia the 
mechanical pressure by an abnormal aorta 


and the 
first described in association 
anomaly is by itself or 
the association 


cases ol 


associated 
no reasor 


some cause is 
Speculation apart, however, the association raises a second 
more practical issue. Since the aortic anomaly is not of 
itself lethal nor constantly associated with other lethal 
defect, it is reasonable to assume that it will be more or 
less equally distributed between the survivors and those 
who die. While it would be wrong to infer from such a 
small sample that, of the larger number of children who 
recover from the anastomotic operation, one-third will have 
an aortic abnormality, some may have. It is well kaown 
that abnormal vessels running across the oesophagus are a 
cause of dysphagia, particularly when, in infants, solid food 
is introduced into the diet. Children who have had an 
anastomosis of the oesophagus not uncommonly show signs 
of dysphagia, and the usual cause is a stricture of the 
anastomotic site. In such children in whom no stricture 
is found, or in whom the passage of bougies fails to relieve 
the symptoms, it might be worth while to consider the possi- 
bility of an anomalous aorta and to carry out a barium 
swallow with this in mind.--I am, ete., 
Liverpool, 12 C. H. Jones 
REFERENCE 
Paul, R. N., J. Pediat., 1948, 32, 19 


Smoking and Disease 


Sir,—As a general practitioner working in central London 
for the past ten years, I have read the statistical study on 
lung cancer by Dr. R. Doll and Professor A. Bradford Hill 
(Journal, November 10, p. 1071) with great interest. Surely 
the time is now ripe to direct the main effort of medical 
research to the basic twentieth-century problem: the 
relationship between continued nervous tension and disease, 
notably cancer ? 

Heavy cigarette smoking is in most cases an expression 
of nervous tension; it is particularly common among 
doctors, businessmen, and the other professions. Alcohol 
also provides some relief of tension, but this is open to 
doctors to only a limited extent—-hence the consumption of 
many cigarettes The pipe-smoker is not often a tense 
person, but contemplative and comparatively placid. The 
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investigation has shown that he does not get lung cancer, 
a fact not easy to explain on other grounds. 

It tension be the operative factor, doctors practising in 
country districts should show little difference in their smok- 
ing habits trom their urban colleagues; the stresses of 
medical practice do not depend on location. This is borne 
out by the results of the investigation Coronary throm- 
bosis, the other great and increasing killer of recent years, 
is now accepted by many as a stress disease: the report 
States that “ mortality from coronary thrombosis reveals a 
Slight hut significant relationship with smoking “ (my italics) 

Three other diseases—peptic ulcer, pulmonary tuber- 
culosis, and chronic bronchitis——-are shown to increase in 
incidence in heavy smokers. Of these, peptic ulcer is again 
recognized as a stress disease The between 
snoking and pulmonary tubercle has been investigated by 
Dr. C. R. Lowe (p. 1081). He concludes that “ smoking 
may be an important cause of the breakdown of healed or 
quiescent respiratory tuberculosis in adults, and may account 
for a considerable part of the excessive male mortality in 
middle and late life.” But it is in male middle life that the 
tension of the professional man is most marked, causing him 
to smoke heavily ; may it not also cause a change in the 
resistance of lung tissue to the tubercle bacillus ? An 
investigation of the comparative incidence of adult tuber- 
and brain workers would be worth 


association 


culosis manual 
undertaking. 

Thus these careful statistics appear to conform with the 
theory that certain increasingly common and highly lethal 
diseases are associated with continued nervous tension. It 
is difficult, indeed, to explain them satisfactorily on other 
grounds. Is it surprising, however, that the diseases from 
which man suffers should change rapidly, when man has so 
rapidly changed his environment by his conquest of space 
and time, as typified by the telephone, the wireless, the car, 
and the aeroplane ? We may confidently expect these 
diseases to kill us in increasing numbers unless we recognize 
the cause and return to a less irrational way of life. The 
introduction of relaxation —mental, emotional, and physical 

into education as a compulsory examination subject might 
well help. 

London, W.1 


I am, etc., 
RoGeR Brvan 


Telephone Manners 


Sir.-It is becoming increasingly common for some 
doctors who work in hospitals to adopt a course of excep- 
tionally bad manners which one has hitherto associated with 
objectionable business men on the stage. When these doctors 
wish to speak to a colleague or anyone else outside the 
hospital they instruct the telephonist to get the person they 
wish to speak to on the telephone. They then put down 
the instrument and wander off, with the result that the un- 
fortunate recipient of the call has to hold on while the 
telephonist tries to find the caller, which may take many 
minutes Unless exceptional circumstances exist, to be 
unavailable to speak to the individual one is telephoning 
is to be discourteous to the point of insolence—I am, etc.. 
London, W.1 KENNETH WILSON 

Twopenny-halfpenny Advertising 

Sir,—For those who dislike the increasing flood of adver- 
tisements in their post the remedy is perfectly simple. A 
postcard to the firms concerned, asking for removal of one’s 
name from their mailing lists, is always effective. A glance 
through the advertisements in the journals is all that is then 
required to keep any doctor informed of new products. 

I am, etc., 
Malvern, Worcs. NorMAN DUGGAN. 

Sir,—I now receive every day as many medical circulars 
as I received every week a few years ago. The letters 
received for last month placed on top of one another 
reached a height of 3 ft. (0.9 m.). The effect of so many 
letters makes it almost impossible to know any of the 
products of the firms concerned, and I point this out to their 
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medical representatives, who have also increased Untor 
tunately I have not received a photograph of a charming 
young lady like Dr. Owen McDonagh VUournal, November 
17, p. 1176); perhaps the firm considers only Scots doctors 
need softening up.—-I am, etc 
Worshorouth Da D. W. Mayoas 
Sin, May add a word on twopenny -halfpenny 
advertising ’ On behalf of pharmaceuucal houses, this 
addresses a large proportion of the advertising 
Comparatively little is sent 


compar 
literature received by doctors 
at letter rate, and when it is there are good reasons for it 
Either the literature is of such a nature that it is better sent 
in a sealed envelope, or, more commonly, full letter rate is 
used as a periodic check on the accuracy of addresses None 
of our chents would iftempt to pass off as a personal com 
munication what a doctor would quickly find is nothing of 
the kind. That a few firms may attempt such subterfuge ts 
possible, but the remedy is simple enough.--I am, etc., 
ALAN G. NICHOLLS 


Managing Director 
The Medical Mailing pany Lt 


London, W 


Hypothermia in Midwifery 


Sirn,—-When The Times (of November 9Y) gives a long. 
well-informed, and delightfully clear exposition of the 
principle underlying “ artificial hibernation ~ for the general 
reader, and suggests that its main use is In surgery, it 1s time 
that the profession began to realize that this principle may 
have important applications also in midwifery, quite apart 
from the special case of the expectant mother in Newcastle 
upon-Tyne which occasioned the article 

In a recent paper to the paediatric section of the Roval 
Society of Medicine not vet published but mentioned in 
Pfizer's journal Spectrum Dr. K. W. Cross, of St. Marv's 
Hospital, gave convincing evidence of the value of hypo 
thermia in newborn infants This seems entirely in line 
with the argument of my letter on warmth in shock’ and 
diametrically opposed to current midwifery practice, all of 
which, even in the ingenious new methods of artificial 
oxveenation, stresses the need to keep the baby warm It 
seems obvious that this procedure increases the baby’s 
demand for oxygen just when, through asphyxia, it is in 
short supply, and tends to aggravate the condition it is 
intended to cure. Dr. Cross’s observations seem to suggest 
that this warming up is as bad and unnecessary in asphyxia 
neonatorum, which if it is not due to injury ts a true nervous 
shock, as it is now recognized to be in surgical shock 

Some years ago | said’ that “the brain, which seems to 
be adapted to anoxaemia and squeezing during birth, is 
very tolerant of injury so long as full oxygenation is rapidly 
established and maintained ind | should perhaps have 
added that, in my wish to limit the demands for oxyzen 
till re spiration had started, my badly asphyxiated babies had 
not been warmed up in any way. Perhaps that is why the 
worst of them revived after some 15 minutes’ complete 
apnoea, and, I thought, some minutes’ cessation of heart beat 
as well, though, to be frank, I did not realize it at the time 
My concern in that paper was, however, to point out, as S1 
Joseph Barcroft had done about the sheep foetus, that the 
immediate need of the apnocic foetus is not for oxygen, as 
modern textbooks still assert, but for something which will 
raise the cerebral threshold enough to make it give its basic 
response of respiration to the stimuli it is receiving. Inci 
dentally, Sir Joseph Barcroft, in his lecture at Aberdeen in 
1939, when pointing out the physiological reason for the 
lamb dropping on its nose and so receiving on its most sensi 
tive spot a most violent stimulus to ensure the starting of 
respiration, also pointed out the physiological value of the 
cold air in helping the process. I doubt whether he, I, o1 
any others in his scanty audience thought of the value of 
that same cold air in helping lambs to survive that might 
have perished if they had been warmed up. though | sup 
pose that many of us know stories of babies that after being 
put aside as stillborn have unaccountably revived —thanks 
to hypothermia 


CORRESPONDENCE 


However, I do not write this letter simply to assert that 
present midwifery teaching is wrong about keeping these 
babies warm and about the best way to initiate respiration ; 
though it is neglect of the findings of physiological research 
that is. I think, the main reason for the distressing fact that 
neonatal deaths have not decreased as much as other deaths 
in recent years. The point I wish to make is that I have 
now watched some of these extremely asphyxiated babies 
up to 20 years and not been able to detect any effect on 
mental development—in fact, two of them are very bright 
This cannot be asserted by anyone who starts experimenting 
now, so in view of my experience I suggest that Dr. Cross’s 
observations can be put to practical use wit. every confi- 
dence that no brain damage will result. Brain damage ts 
most likely to occur in those babies that pass many hours 
before full oxygenation is achieved, while mine, as the result 
of the injection of cardiazol-ephedrine, began to breathe well! 
straight away. In that condition it is safe to warm up the 
baby and take precautions against infection, but until fai: 
oxygenation is achieved warmth is almost certainly harmful, 


if not deadly... | am, etc.. 
Winsford. Cheshire W. N. Leak 
REFERENCES 
Spectrum. 1956, 1, 100 
Leak, W. N.. British Medical Journal, 1954, 2, 240 
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Irradiation-induced Malignant Hypertension 


Sir.—-The letter from Professor Clifford Wilson and Di 
J. M. Ledingham (Journal, November 24, p. 1236) has a 
direct bearing on the treatment technique to be used in 
irradiating malignant tumours in the abdomen Naturally. 
in a letter they do not give details of their experimental 
irradiation, but a dose of !,100 r in a single exposure 
corresponds well with the radiation nephritis dose in man. 
when time-dose equivalence curves are used. It is unfor- 
tunate that a dose of this order appears optimal in terms 
of tumour lethal effect for seminoma testis. This empha- 
sizes the need for renal function and location to be deter- 
mined before x-ray therapy of the abdomen is undertaken 
It is technically impossible for the kidneys not to receive 
some dose during the treatment of lymph nodes or tumour 
masses in that region without risking recurrence Never- 
theless, some attempt must be made to spare as much renal 
tissue as practicable. Where one kidney has to be raised 
to or above a dose equivalent to 2.500 r in five weeks, every 
attempt must be made to avoid irradiation of the contra- 
lateral kidney Drs. W. M. Levitt and Samuel Oram 
(Journal, October 20, p. 910) clearly assessed the limited 
irradiation of the contralateral kidney before recommending 
nephrectomy In the situation where the kidneys have ot 
necessity to be included within the irradiated volume, it 
would be of interest to know whether there is any correla- 
tion between the results of detailed function tests during the 
Stage of initial reaction and subsequent sclerosis or hyper- 
tension.——I am. ete., 

- P. B. KUNKLER 


Rirmingeham., 1* 
REFERENCES 


Kunkier. P. B.. Farr, R. Ff and Luxton, R. W Brit. J. Radiol., 1952 
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Risk of Translumbar Aortography 


Sin,—Mr. H. Gaylis and Dr. J. W. Laws (Journal, Novem- 
ber 17, p. 1141) are to be congratulated on their lucid 
demonstration of the risk of dissection of the aorta in per- 
forming translumbar aortography An earlier personal ex- 
perience of a large number of percutaneous femoral arterio- 
grams is in full agreement with their view. Despite 
scrupulous attention to technical detail, I have frequently 
injected the contrast medium into the wall of the artery. 
No serious complications followed, but it is quite clear that 
a similar error in aortography is far more dangerous, not 
only because of the number and importance of the branches 
which may be occluded, but also because of the far greater 
injection pressure required As pointed out in the article. 
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earlier cases of renal necrosis have been put down to the 
injection of all the contrast medium into one renal artery, 
presumably on the hypothesis that the undiluted medium 
caused intense vasoconstriction Where diodone media 
are used this hypothesis is untenable: one frequently sees 
the statement that diodone compounds in high concentration 
cause vasoconstriction, but everyone with practical experi- 
ence of their use should be aware that one of the charac- 
teristic results of intravascular diodone injection is a vaso- 
dilatation whose intensity is inversely proportional to the 
dilution of the diodone. I agree with Gaylis and Laws that 
occlusion of a vessel by dissection is a much more reason- 
able explanation of the occasional catastrophe. It is worth 
remembering, too, that complications may be more common 
than is realized, as not all our mistakes are reported in the 
literature, 

Iranslumbar aortography has been of help to the uro- 
logist in solving diagnostic problems, but the valuable work 
of Gaylis and Laws should make us pause to wonder if 
in fact the benefit to the patient is such as to justify the 
risks involved with current techniques.—I am, etc.. 

Dublin ANTHONY WALSH 


Torsion of the Gall-bladder 


Sir, The case of torsion of the gall-bladder reported 
by Dr. Erik Christensen (Journal, November 17, p. 1160). 
like so many of the reported cases, raises the question why 
complete separation of the gangrenous gall-bladder is so 
rare. In a case I reported in 1948' the slough was lying 
free in a large abscess cavity, but in Dr. Christensen’s case. 
in spite of a 360° anticlockwise torsion, the gall-bladder 
was still attached to the liver by a partial mesentery, and 
the cystic duct was still intact. 

It is probably a question of time. If operation is delayed 
and the patient survives, the area may become sealed off 
by adhesions, the gall-bladder become detached, and yet 
little or no leakage from the proximal end of the cystic 


duct occur.—-I am, etc.. 


J}. M. Leaoatt 


Liverpool, 16 
REFERENCE 
Legegate, J. M.. Med. Press, 1948, 220, 


Employment of the Rheumatoid Arthritic 


Sir—Dr. F. S. Cooksey and Dr. D. A. Brewerton, writing 
on the above subject (Journal, November 17, p. 1169), draw 
attention to the loss of time sustained by patients with 
rheumatoid arthritis who have to attend at daytime physio- 
therapy clinics while at work. They rightly condemn this 
practice, stating that “ unavoidable loss of work puts enough 
strain on the patient’s resources, and physiotherapy can 
easily be provided in evening clinics.” The provision of 
such evening clinics would be greatly welcomed by doctors 
working in practice and in industry and would be of great 
benefit to these patients. It would be most interesting to 
know how many of these evening physiotherapy clinics are 
in existence. since they are not generally provided at large 
hospitals.—-I am, etc., 
London, N.W.11 C. H. Hosxyn. 


Eradication of Congenital Syphilis 


Sir.— All venereologists will welcome warmly your leading 
article on this subject (Journal, November 17, p. 1163), and 
I would particularly congratulate you on using the word 
eradication rather than control. For a long time the latter 
has been the limit of our endeavours in this field, but in 
verv recent years some of us have realized that eradication 
of congenital syphilis is a practical target in England. 
Fradication will only be achieved finally by eliminating in- 
fectious syphilis from the population, so that the subsequent 
generation of females of child-bearing age will be unin- 
fected : | hope to publish shortly data supporting this theory 
Meanwhile this view does nothing to minimize the import- 
ance of routine serological testing of all expectant mothers, 
and I support wholeheartedly your plea for its extension. 


Your remarks about the difficulties of interpretation of ; 


the positive results found by routine antenatal testing, and j 
of the possibilities of a false diagnosis of congenital syphilis 
due to the “carry over” of maternal reagin to the infant, : 


are timely. 


recently declined 


As you say, 


recognize the dental 


Non-specific reactions in the adult assume 
increasing importance as one extends routine testing in a 
population in whom the incidence of early syphilis has 
markedly. The venereologist is very 
much alive to these diagnostic difficulties and is the person 
best qualified to interpret the situation ; 1 believe that your 
leading article intends that the venereologist should always 
be brought into the problem at an early stage, but it is 
disappointing that you do not say so. Co-operation between 
obstetrician, paediatrician, serologist, and venereologist is 
vital, and where it exists all have benefited. It is our practice 
in Manchester for the investigation and, if necessary, treat- 
ment of the expectant mother to be conducted by the 
venereologist entirely in the antenatal rather than the V.D. 
clinic, and we believe that this is an important principle. 
it is disappointing that the dentist fails to : 


stigmata of congenital syphilis in 


schoolchildren, and it suggests a shortcoming in his training 7 
With this in mind, I am especially pleased to lecture annually PB 


to the final-year 


Manchester 


Manchester, 3 


Piperazine Adipate in Threadworm Infestations 


Sir,-Dr. R. D. Hill is to be congratulated on his admir- 
able attempt at clinical research in a remote island (Journal. 
November 17, p. 1156), and it is therefore regrettable that, 
in drawing conclusions, he has not considered his results 
concludes that “mass treatment with 
piperazine adipate is effective in eradicating threadworm 
community of children... .” Yet his 
results show that more than half the children cleared of 
threadworms were reinfected six months later, and he would, 
perhaps. have done a greater service by emphasizing this 
point. To eradicate enterobiasis is impossible, for it would 
necessitate not only simultaneous treatment of all infected 
islanders but also the destruction of all viable ova lying in 
clothing, sheets, and dust, and the insistence upon freedom 
from infection of all visitors to the island. 

Has Dr. Hill gained anything from his experiment, beyond 
convincing himself by personal experience that piperazine 
is an effective oxyuricide? I have previously indicated 
in these columns (Journal, June 5, 1954, p. 1322) that, since 
of children are infected and very few show 
symptoms, treatment is not usually necessary. Because the 
schoolchildren is so high, repeated 


very critically. 


infestation in 


more than 50 


relapse rate among 
attempts at treatment 
anxious mothers would stay away from the surgery door 
longer if a few minutes were devoted to explaining to them 
the harmless nature of enterobiasis 

While recognizing the immense value of piperazine com 
pounds as vermicides, I do not think that the practical appli- 
interesting clinical experiment would be 
utter futility and its cost to the National 
I am, etc., 


cation of this 

justified by its 

Health Service. 
London, S.E.1. 


by the Medical 


afflicted by war 


I am, etc., 
Bickley, Kent 


- 
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students at the Turner Dental School, 
I am, ete.., 


Medical Relief Appeal 


Sir, There were no political implications in the appeal 
Association for the Prevention of War 
(Journal, November 17, p. 1173) for funds to give the Inter- 
national Red Cross medical supplies for use in any area 
War is war, whether the casualties are 
numbered in hundreds or hundreds of thousands, and the 
victims no less victims whether they are in Port Said or 
Budapest. War as an instrument of achieving economic or 
political dominance has repercussions which are unpredict- 
able ; it is a direct blow at civilization. I was a co-signatory 
of the appeal, but I write this letter as an individual.— 


S. M. Lairp. 


are futile, and [ believe that many 


R. H. R. Waite 


DUNCAN Leys. 
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Obituary 


E. A. COCKAYNE, OBE... D.M., F.R.C.P 


Dr. E. A. Cockayne, consulting physician to the Middle- 
sex Hospital and to the Hospital for Sick Children. 
Great Ormond Street, died at his home at Tring, Hert- 
fordshire, on November 28, aged 76. Besides being a 
distinguished paediatrician, Dr. Cockayne was well 
known as an entomologist, being past-president of the 

Royal Entomological Society of London 
Edward Alfred Cockayne was born at Sheffield on 
October 3, 1880, and was educated at Charterhouse and 
it Balliol College, Oxford, taking first-class honours in 
the Natural Science School in 1903, From Oxford he 
entered St. Bartholomew's Hospital, being awarded the 
Brackenbury scholarship in medicine He graduated 
B.M., B.Ch. in 1907, took 


the M.R.C.P. in 1909, pro- 
he “| ceeded to the D.M. in 
1912, and was elected 
f F.R.C.P. in 1916 After 

; qualification Cockayne 

held house-physician posts 

at Barts and at Great 

Ormond Street, and then, 


after returning to Bart's 
as casualty physician, he 
became medical registrar 
at the Middlesex Hospital 
During the first world war 
he served in the Royal 
Navy from 1915 to 1919 
After the war he was ap- 
pointed physician to out- 
patients at the Middlesex Hospital and at the Hospital 
for Sick Children, becoming full physician at the former 
in 1924 and at the latter in 1934. He became consulting 
physician to both hospitals in 1945, 

Dr. Cockayne was one of the last physicians to com- 
bine the work of a general physician with paediatric 
practice. He was specially interested in disorders of the 
ductless glands and in all and every bizarre genetic aber- 
ration in the young: many of these he delighted to con- 
trast with analogous manifestations in the field of 
entomology, of which he accumulated such exceptional 
knowledge. Among his more important medical publi- 
cations were a book entitled Inherited Abnormalities of 
the Skin and its Appendages (1933), and chapters on 
“ Principles of Heredity ” in Parsons and Barling’s Dis- 
eases Of Infancy and Childhood and on “ Diseases of the 
Ductless Glands” in Garrod, Batten, Thursfield, and 
Paterson's Diseases of Children. In 1928 he served as 
a vice-president of the Section of Diseases of Children 
at the Annual Meeting of the B.M.A.. and ten vears 
later he was president of the Section for the Study of 
Diseases in Children at the Royal Society of Medicine 
His presidency of the Royal Eatomological Society of 
London was from 1943 to 1945, and he was appointed 
O.B.E. in 1954 


We are indebted to Mr. T. Twistincron HiGoIns for 
the following appreciation 


Latavette, Lid 


Cockayne was a charming colleague—conscientious, punc 
tious, loyal, and equable. His demeanour was ever gentle, 
modest, and unassuming almost to the extent of concealing 
his very real ability. In truth he was a shy man. affable. 
but not easy to know The sure way to his heart was to 


how interest in his entomological pursuits. 1 first savoured 


OBITUARY 


Barrish 
MeEpicat JOURNAL 


the real Cockayne when, accompanied by a young enthusiast 
of 10. I visited him in his flat under the roof-tops of West- 
bourne Terrace This Spartan bachelor apartment was 
furnished almost entirely by moth and butterfly cabinets, 
while every available ledge and cupboard overflowed with 
receptacles housing feeding caterpillars in various stages of 
evolution It was his custom to “ sugar” the trees in the 
neighbourhood, which brought valuable grist to his mill. 
His collection of rare developmental anomalies must have 
been unique The kindly demonstration which he gave us 
on that afternoon of long ago was unforgettable His 
absorbing hobby filled his vacations and took him far afield 
in pursuit of particular insects, not always without risk. 
There was the occasion when, on a lonely expedition in a 
remote breeding area in the Scottish Highlands, he fell and 
broke his humerus so badly that he had great difficulty in 
getting back to his base In the world of entomology 
Cockayne was a name to conjure with : he was an acclaimed 
authority. His pioneer work brought belated public recog- 
nition in 1954, when he was appointed O.B.E 

In September, 1939, the quaint panicky ramifications of 
the Emergency Medical Service sequestrated his exceptional 
talents in a gloomy workhouse on the outskirts of Ayles- 
bury. It grieved one to find him there, despondent and dis- 
illusioned. After the war he withdrew completely to Tring. 
where he found congenial amusement in the local natural 
history museum. The sad consequence was that Cockayne 
became but a legendary figure to the younger generation, 
which was a pity, for his unusual gifts could have been a 
guiding inspiration to the modern investigation of the prob- 
lems of heredity and genetics. His passing severs the link 
with many who were privileged to know his worth and 
enjoy his friendship. 

We are indebted to Dr. C. O. Carter for the follow- 
ing appreciation: 


With his interest in natural history it was understandable 
that Dr. Cockayne should have been attracted to the study 
of the part played by inheritance of the disorders he met 
in his practice Mendel’s work was rediscovered at the 
turn of the century, and in 1909 the first major contribution 
to clinical genetics was published: this was Garrod’s Inborn 
Errors of Metabolism. Cockayne was a younger colleague 
of Garrod’s at the Hospital for Sick Children and shared 
his interest in genetics. Between 1925 and 1940 he wrote 
papers on the genetics of a number of disorders in children, 
and in 1933 published Inherited Abnormalities of the Skin 
and its Appendages. This book was the first attempt to 
treat systematically the genetics of all the disorders of any 
one bodily system, and like Garrod’s book was a landmark 
in the development of clinical genetics. It was based on 
published reports rather than the author’s own experience, 
and the labour of reading all the papers discussed must have 
been prodigious. Cockayne had an excellent grasp of the 
principles of simple Mendelian inheritance, and was fully 
aware of the limitations of inferences drawn from collec- 
tions of published reports. The book has, as the author 
hoped, proved most valuable as a source of references to 
dermatologists and of pedigrees to illustrate genetic mechan 
isms in man. His other hope was that the book would lead 
to the systematic study at dermatological clinics of particular 
disorders by investigation of the families of patients. This 
hope has been less fully realized, except for a few condi- 
tions--for example, psoriasis. But in time this hope, too, 
will be fulfilled 


D. DALE LOGAN, D.S.0O., O.B.E., M.D., F.R.F.P.S. 
F.R.S.Ed 
Dr. D. Dale Logan, who died in Glasgow on Novem- 
ber 16 at the age of was on all counts an excep- 
tional general practitioner who still found time and 
energy to do original research. 
David Dale Logan was born at Arbroath on August 
20, 1879, a son of the manse but with a strong medical 
tradition in his family. Two of his uncles were general 
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PRO-BANTHINE* FOR ANTI-CHOLINERGIC ACTION 


A Combined Neuro- Effector 
and Ganglion Inhibitor 


Pro-Banthine* consistently controls gastro-intestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anti-cholinergic diarrhoeas, and regional enteritis and ulcerative 
compound. Its unique pharmacological pro- colitis. It is also valuable in the treatment of 
perties are a decided advance in the control of pylorospasm and spasm of the sphincter of Oddi. 
the most common symptoms of smooth muscle It was found? that Pro-Banthine orally was 
spasm in all segments of the gastro-intestinal an “inhibitor of spontaneous and histamine- 
tract. stimulated gastric secretion” which “ resulted 
By controlling excess motility of the gastro- in marked and prolonged inhibition of the 


intestinal tract, Pro-Banthine has found wide motility of the stomach, jejunum and 
use’ in the treatment of peptic ulcer, functional as 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with para-sympathetic 
inhibition. Dryness of the mouth and blurred 
vision are less severe with Pro-Banthine than 
with certain other potent anti-cholinergic agents. 

In the above series’, “Side effects were 
entirely absent in single doses of 30 or 
40 mg... .” 

Pro-Banthine Bromide (2'-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide) 
brand of propantheline bromide, is available in 
sugar-coated tablets of 15 mg. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tab- 
lets (30 mg.) at bedtime will be adequate. Full 
literature is available on request. G. D. Searle 
& Co. Ltd., High Wycombe, Bucks. Tel. High 
Wycombe 1770. 


* Registered Trade Mark. 


SYMPATHETIC GANGLION 


Gastroenterology (1953) 25 : 416. 
Gastroenterology (1953) 25 : 24. 


SEARLE 


PB 
2! 
- « = 


Dec. 8, 1956 OBITUARY soml?T35H 1371 


2s 
| 
| 
| 
| 
th. 
Sites ot which Pro-Bonthine inhibits excess 


ADVERIISEMENI BRITISH MEDICAL JOURNAL Dec. 8, 1956 ; 


Restoring the normal 


rhythm 


By —4 Tablets Daily—for 5 days—Every 4 weeks. 
O —Menstruation can be expected. 


MENSTROGEN 


« MENSTROGEN "’ provides the safe, simple, effective 
oral treatment of amenorrhoea. To establish cyclic 
menstruation, treatment should be repeated every 

four weeks for a few months. Failure of the treatment 
necessitates further investigation of the cause of the 
amenorrhoea (e.g. Pregnancy). 

Available in tablet and ampoule form. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON -: W.C.2 
Telephones : TEMple Bar 6785,6/7, 0251 /2 Telegrams : Menformon, Rand, London 


22 


BaitisH 


TARY Mepicat Jour 


| 
| 
| 
— 


Dec. 8, 1956 


practitioners and another relative was on the surgical 
staff of the Western Infirmary, Glasgow. He spent his 
school years at the High School at Arbroath and then 
proceeded to Glasgow University, where he graduated 
M.B.. Ch.B. in 1900. In 1903, on the death of one of 
his uncles, he succeeded to the practice in Newmains, 
where he remained, with the exception of the period of 
his service in the first world war, for the rest of his life. 
In 1906 he proceeded M.D., and in 1910 took the D.P.H. 
of the Scottish Royal Colleges. This was only the 
beginning, because in 1921 he obtained the Fellowship 
of the Royal Faculty of Physicians and Surgeons of 
Glasgow and in 1945 was elected a Fellow of the Royal 
Society of Edinburgh. 

Dale Logan’s war service from 1914 to 1919 was no 
less distinguished. He began as a regimental medical 
officer, but his specialized knowledge of gas poisoning 
in mines made him one of the few experts available on 
the Western Front when gas was first used in warfare 
He had already published, in collaboration with Pro- 
fessor John Glaister, the now classic monograph on 
Gas Poisoning in Mining and Other Industries. The 
official Medical History of the War, in emphasizing how 
little was known of gas poisoning when drift gas was 
first used, pointed to this work as one of the few on the 
subject which had been published in Britain. In 1915 
Dale Logan became clinical gas adviser to the Second 
Army. He improvised and was the first to use appara- 
tus for the administration of oxygen in cases of drift- 
gas poisoning. He was eventually attached to the staff 
of the engineer-in-chief, General Headquarters, in order 
to investigate gas poisoning in military mining, then a 
most important part of trench warfare. He attained 
the rank of Lieutenant-Colonel, was awarded the D.S.O. 
in 1917, and was three times mentioned in dispatches. 
At the special clinical and scientific meeting of the 
British Medical Association held in London in April, 
1919, he gave a demonstration of mine-gas poisoning 
as seen on the Western Front and showed the rescue 
apparatus and explained the organization. 

Throughout his life he continued to publish impor- 
tant works on rescue work in mines and on other indus- 
trial hazards. In 1919 he became a member of the 
Institute of Mining Engineers and was awarded the 
Greenwell Medal for his work on mine-rescue opera- 
tions on the Western Front. In the second world war 
Dale Logan organized and commanded the medical ser- 
vices for the Home Guard in his area, and for this work 
was appointed O.B.E. (Military Division) in 1944. 

Dale Logan's contributions to medical literature were 
numerous ; many of them were concerned with mid- 
wifery. which was an abiding interest with him. His 
first paper wes on puerperal eclampsia in 1910, and he 
continued to write until 1945, when his article, with 
Dr. Eneas K. Mackenzie, on domiciliary midwifery and 
the family doctor, appeared in the British Medical 
Journal. For many years he was a member of the 
Central Midwives Board for Scotland. He was always 
active in the work of the British Medical Association, 
being for many years a member of its Scottish Com- 
mittee and of its Maternity Services and Colliery Practi- 
tioners’ Subcommittees. He was a past chairman of the 
Lanarkshire Division and remained an active member 
of the executive committee till his death. Although 
he had many doubts about some of the facets of the 
National Health Service, he nevertheless did his best 
to make it work. He had been a member of the Local 
Medical Committee and of the Executive Council for 


Lanarkshire since 1948. 
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Dale Logan had wide interests outside medicine. 
Cricket was an abiding passion with him, and for years 
he was one of Scotland’s best batsmen, playing for the 
Clydesdale and, later, the Drumpellier cricket clubs 
He was president of the Western District Cricket Union 
and of the Scottish Cricket Union. After his playing 
days were over he enjoyed nothing better than to watch 
his country’s representative games. He was also a first- 
rate tennis and badminton player and was president of 
the Lanarkshire Tennis League. Our sympathies go 
out to his three daughters, who, after losing their mother 
so tragically just under a year ago in a motor accident, 
now have lost their father, too. But all his friends must 
feel a glow of pride in having known him. He was in 
the true sense of the word a whole man—a_ beloved 
physician, who through his long life gave his patients 
devoted care, a man of brilliant mind and keen observa- 
tion and tireless energy, and withal having plenty to 
spare for sport and games—a most learned and gallant 
gentleman.—A. S. 

Dr. G. MacFeat writes: The medical profession in Scot- 
land and more particularly in Lanarkshire have sustained a 
serious loss in the death of Dr. David Dale Logan, a much- 
loved and valuable general practitioner of many years’ 
Standing. I became more intimate with him when acting 
as chairman of the Scottish Committee. He was an active 
member there, and his contributions to deliberations were 
always informed and useful. Such public-spirited service is 
rendered by many medical men in their scanty leisure and 
deserves more frequent acknowledgment. Dr. Dale Logan 
was an outstanding example. 


AMALANANDA DAS, M.B., M.R.C.P. 


Professor Amalananda Das, professor of medicine at 
the Nilratan Sircar Medical College and Hospital, died 
suddenly on November 1. He was 50 years of age. 

Graduating M.B., B.S. at Calcutta University in 1930, 
Amalananda Das came to England and took the Lon- 
don Conjoint diploma in 1933. In the following year 
he took the M.R.C.P. and then returned to India, where, 
after holding house appointments in Calcutta, he joined 
the Bengal Medical Service. For some years he held 
teaching posts at a number of provincial medical 
schools before returning to Calcutta in 1947 to become 
professor of clinical medicine at the Medical College 
there. When the medical school at the Campbell Hos- 
pital—now the Nilratan Sircar Medical College and 
Hospital—was upgraded to a medical college in 1950, he 
went there as the first professor of medicine and the 
senior member of the consultant staff. His genius for 
organization and teaching soon showed itself, and what 
had been a Poor Law institution catering for students 
aiming at the humble licentiate—a very different status 
from that in England—became a first-class hospital and 
medical college, as is shown by the fact that the pass 
rate of its students in medicine at the final examination 
of the University of Calcutta is higher than that of 
students from any other institution. 

Das was a born teacher and was always at great pains 
to separate the basic principles which he taught to 
undergraduates from the more specialized knowledge 
of modern medicine which he reserved for postgradu- 
ates. His interests were wide, as is shown by the many 
subjects covered in the 46 papers he wrote. Latterly, 
he was drawn towards cardiology, particularly in select- 
ing cases likely to be helped by surgery, and for this 
purpose he took on the additional post last year of con- 
sulting physician to the newly opened cardio-thoracic 
surgical unit at what was formerly the Presidency 
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General Hospital He was the author, jointly with 
Professor A. K. Basu, of the article on splenoportal 
for evaluating abnormalities of the portal 
Vedical Journal a tew 


venography 


rculation printed in the Britis/ 


weeks ago (October 20), and he wrote. also with Pro 
fessor Basu, the article on portal hypertension due to 


extrahepatic obstruction in the Journal of February 
1YS6 

In addition to his hospital work, to which he gave 
Das had a large consulting 
He was a 


unstintinely of his time, 


with patients from all communities 


practice, 

very kind and generous man and on terms of deep 
itlection with his colleagues and in particular with his 
house staff and registrars, in whose work and careers 


he showed the greatest interest He leaves a widow, a 
son, and two daughters, to whom we extend our deepest 


sympathy in their loss. —-R. I 


Dr. H. H. B. Mactltop died at Shrewsbury on October 
>! at the age of 91 Born at Forres, Morayshire, on August 
25, 1865, Harok. Hay Brodie Macleod was educated at 
Cheltenham College and later studied medicine at King’s 
( ie Hospital London, where he was dresser to Lord 
Lister, and also in Dublin and Vienna He qualified 
L.S.A. in 1888, obtaining the London Conjoint diploma 
in the following vear and the F.R.C.S.Ed in 1896 He 
first went to Shrewsbury in 1889, when he was appointed 
house-surgeon at the Royal Salop Infirmary He then went 
into general practice in the town. and in 1897 was elected 
honorary surgeon at the Royal Salop Infirmary, an appoint- 
ment he held until he retired as senior surgeon in 1926, 
when he became consulting surgeon He then devoted 
himself to his general practice until he finally retired in 


Among the other hospitals to whose staff he belonged 


1945 
Hospital, the Whitchurch Cottage 


were the Salop Mental 


Hospital, the Lady Forester Memorial Hospital at Much 
Wenlock, and the Lady Forester Cottage Hospital at 
Broseley It is of interest, too, that he was the first 


appointed surgeon to the original orthopaedic hospital at 
Baschurch, founded by the late Dame Agnes Hunt and 
later to become known as the Robert Jones Agnes 
Hunt Orthopaedic Hospital He president of the 
Shropshire and Mid-Wales Branch of the British Medical 
Association in 1910-11, a former president of the Shrop- 
shire Caledonian Society, and a member of the Shrewsbury 
Borough Council. He was appointed M.B.E. in 1920 for 


and 


was 


services to hospitals during the first world war. A keen 
shot and golfer, he was founder and first secretary of the 
Shrewsbury Golf Club. “ Mac.” as he was affectionately 


man who was 
contact with 
popular 


all who worked with him, was a 
admired and respected by all who came in 
him \ fine general surgeon, he extremely 
with patients and staff alike He had a ready wit and was 
always cheerful, and it is doubtful if he ever quarrelled 


known by 


was 


with anyone ; he was certainly above all pettiness. By his 
death many have lost a great friend and the profession 
has lost a good member in every sense of the word. After 


80 he continued to 
and there he died as he had lived, 
devout Christian, a Scottish 
gentleman, and a truly worthy ambassador and representa- 
tive of the clan whose name he bore.—A. V.M 

4.D.R. writes: As one who probably knew H. H. B 
MacLeod longer than any of his surviving colleagues, I 
should like to pay tribute to a great practitioner and a great 
gentleman. I was a boy when he first started to practise 
in Shrewsbury after a house surgeoncy at the Salop Infirmary 
(now the Royal Salop Infirmary). In those days he drove 
about in a high dog-cart which, as a true Scot, he called a 
*machine.” Later he became one of the pioneer motorists 
in the neighbourhood and doubtless had his adventures. 
He rapidly built up an extensive surgical and general 
practice, at first in partnership and then, for years, single- 


his retirement in 1945 at the age of 
reside in Shrewsbury, 


peacefully and quietly——a 
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handed until the time came for him to ease up, and he 
iwwain took a partner till he retired altogether Mac” or 
“1H. H.B..” as he was generally called. was a general-prac 
f the best type, and he gradually became 
Of a kindly and 


of humbug, but a 


titioner surgeon oO 
the doyen of the profession in this area 
Mac was no lover 


stickler for medical etiquette. He was incapable of meanness 
eady with help or I remember, in 


breezy disposition, 


idvice 


and was always ! 

my vounger days, sitting in my car after a visit to a Neal by 
village and smoking a cigarette, when I spotted Mac's cai 
approaching; and, thinking that he would disapprove of 
smoking on one’s rounds, I hastily lowered my cigarette, 
only to observe, as he passed, that Mac was puffing at an 
enormous pipe to his own evident enjoyment and to my 
relief. Mac had a pronounced sense of humour and a 
fondness for Latin tags, which he would produce most 
appositely He was a man who commanded universal 


respect and affection from friends, patients, and colleagues 
Though he died in his 91st vear and was not known to many 
of the present generation, he has left a mark that will 
endure. To the surviving members of his family we extend 
our sympathy Here surely whom the words 
were intended, “ Well done, thou good and faithful servant 


was one tor 


D. Tomutn died at Guy's Hospital on October 
25 at the age of 44. Edgar Ernest Dexter Tomlin was born 
at Purley, Surrey, on January 15, 1912, and from Whitgift 
School entered University College, Oxford, where he read 
classics and history. His lifelong interest in rowing de- 
veloped there and he was awarded his blue in 1935. In the 
vears after he left Oxford he played a part in the training of 
oarsmen at Eton, Winchester, and Guy's, and was fer several 
years the rowing correspondent of the Field and later of 
Only six months ago he appeared on 


the Sunday Times 
television, when he described the course on boat-race day 
When he left Oxford he became an assistant master at Eton, 
and after three vears there went to Winchester, where he 
remained until he joined the Grenadier Guards at the be- 
ginning of the second world war After the war, during 
which he served in Italy and reached the rank of major, he 
returned to Winchester There he became a house tutor and 
stayed until 1948, when he decided to read medicine, as he 
had originally intended in his Oxford days. In 1948 he went 
to Guy's and immediately began to take a great part in the 
activities of the hospital. He was secretary of the Physio 
logical Society in 1950-1, and was recognized as an ideal 
editor for the Guy's Hospital Gazette, a post he held for 
over three years, retiring in 1955. In 1954 he qualified with 
the Conjoint diploma and soon after took the London M.B., 
B.S. degrees. He was awarded a certificate of merit at the 
examination for the Treasurer's Medal in clinical surgery 
After qualifying, seemingly ignoring the warning of a pre- 
vious coronary thrombosis, he held several house appoint- 
In each of these he worked hard—his 
friends thought too hard—and his name was a by-word for 
enthusiasm and conscientiousness. In 1955 he became re- 
search fellow in thoracic surgery and did good work on 
experimental cardiac arrest, hoping to continue it in the 
future. At the time of his death he was resident medical 
officer in Nuffield House. 


P.S. B. writes: Coming to medicine after an eventful 
career as schoolmaster and soldier, Edgar Tomlin brought 
with him a wealth of interest and enthusiasm which com- 
bined to make him an unforgettable person. His interests 
left his contemporaries lost in admiration for his catholic 
tastes and abilities. Even during his student days his skill 
as a teacher was in demand, and he lectured to orthoptists 
at Moorfields and was appointed an examiner to the British 
Orthoptic Board. He was a charming person. considerate. 
erudite, and affectionate, wide in interest yet scrupulous in 
all he did. He was a man who had attained distinction in 
three professions and was happy to have found his true 
calling, for he proved himself a very good and dedicated 
doctor. He leaves a gap at Guy's that cannot be filled. He 
worked hard and set standards for his peers and juniors. 1 


ments at Guy's. 


Tyec 
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shall always revere his memory, be grateful for his kindly 
tuition and his enthusiasm, and for the warmth of his 
friendship The memory of his wit, his precision, his 


guardsman’s walk, and all the other things which made him 


sO great a personality will long remain with his friends. We 
offer our deepest sympathy to his brother and sister 

Dr. Earpiey, of Goole, died in hospital on 
October 29 at the age of 92, after only a few days’ illness 
A Salopian, William Eardley was born on November 22, 
1863. at Ironbridge, where his father was vicar, and was 


educated at Charterhouse and at St. John’s College, Cam 
bridge, where he read classics. Deciding eventually to become 
a doctor, he entered the London Hospital, from which he 
qualified M.R.C.S., L.R.C.P. in 1897. He was proud of the 
fact that while there he had dressed for the great Su 
Frederick Treves He subsequently took the M.B., B.Chir. 
degrees in 1899, and went into practice in Goole. In 1904 
he was appointed honorary surgeon to the Cettage (subse- 
quently Bartholomew) Hospital, later becoming honorary 
consulting surgeon and a trustee. From 1911 to 1926 Dr. 
Eardley was honorary of what was then the very 
extensive Wakefield Division of the British Medical Associa 
tion, and when the Goole and Selby Division was formed 
he acted as its honorary for a time before being 
elected chairman. He was president of the Yorkshire Branch 
of the Association from 1939 to 1943. For some years he 
was honorary secreiary of the West Riding local medical and 
panel committee and remained a member ol the local 
medical committee up to the time of his death. At the out- 


secretary 


secretary 


break of the first world war Dr. Eardley organized the 
provision of a field ambulance by doctors in Yorkshire, 
and he served in the R.A.M.C. from 1915 to 1919. After 


the war he became the first president of the Goole branch 
the British Legion. Until 1948 Dr. Eardley as 
Admiralty surgeon and agent in Goole; he was 
medical referee for the Ministry of Pensions, and a lecturer 
and examiner for the St. John Ambulance Association. For 
some vears he was vVicar’s warden of the Goole parish 
church. Dr. Eardlev, who lost his wife in 1953, is survived 
by a son. Dr. Arthur Eardley, of Colne, and two daughters, 
one of whom. Dr. Phyllis Eardley, is following his example 
of devoted medical and public service in Goole.—E. ¢ 


acted 
also a 


of 


Dr. J. E. R. Heprocerre, who was formerly professor of 
obstetrics and gynaecology at the Medical Agra, 
died at his home in Jersey on October 30 at the age of 6° 
John Emmanuel Reid Heppolette was born in India on 
February 4, 1887, and qualified in medicine at the ¢ alcutta 
Medical College. During the first world war he was in the 
service of the Indian Medical Department, working for a 
time in Burma and Malaya, and was granted the 1914-15 
Star and the General Service and Frontier Medals. Return- 
ing to India after the war, he was posted to the Punjab, 
where his first appointment was that of house-surgeon at 
the Mayo Hospital, Lahore. Later he became assistant to 
the professor of midwifery in King Edward Medical College, 
and in 1929 he was elected a Founder Member of the Roval 
College of Obstetricians and G\ naecologists. In the same 
vear he came to England and entered St. Mary's Hospital 
Medical School and obtained the London Conjoint diploma 
in 1930. He then returned to the Mayo Hospital, and later 
held an appointment at the Government Hospital for 
Women and Children in Lahore. In 1934 he became deputy 
medical superintendent of the Lady Willingdon Hospital 
He was appointed M.B.E. in 1938, and elected F.R.C.O.G 
in the following year. During the second world war he 
served in Ceylon and in many parts of India, becoming a 
specialist in gynaecology in the Central Command, with the 
rank of major in the Indian Medical Department. After 
the war he was appointed professor of obstetrics and gynae- 
cology in Agra Medical College, and in 1947 he took charge 
of the hospital at Dehra Dun. A little later he decided to 
retire and settle in Jersey, but he did not remain long at 
leisure. for he went to Gaza and worked for the refugees 
as chief surgeon of the C.M.S. Hospital for two years. 


il 
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Dr. J. H. CutsHoio died at his home at Enfield on Novem- 


ber 1 at the age of 63. Born in London on January 16, 
1893, James Hutton Chisholm was brought up in Scotland 
and, after service in the Royal Navy throughout the first 


world war, entered the medical school of Glasgow Univer 
sity, where he M.B., Ch.B. in 1924 After 
working as a ship surgeon he entered general practice, first 
in an assistantship in Leicester, and then at Enfield, where 
he decided to settle permanently Hutton Chisholm 
held in great affection and respect by his 
Enfield Although a hard-working, conscientious 
practitioner, he found time to take a lively interest in public 
affairs. He member of the staff of Enfield War 
Memorial Hospital from his earliest years in Enfield, and 
in 1948, when the hospital became a part of the National 


graduated 


Was 
colleagues in 


general 


Was a 


Health Service, his colleagues on the staff unanimously 
elected him their chairman, an office he held until his 
death. These were years of many problems for a general- 


practitioner hospital, and Hutton ¢ hisholm gave generously 
of his time and patience in overcoming them. He showed 
himself a staunch and loyal colleague, ready to lend an 
attentive ear to all sides of an argument, yet a forthright 
and uncompromising advocate of what he deemed to be 
in the best interests of the hospital and its patients. In 1952 
he became the first general practitioner to be elected chair 
man of the Enfield and Potters Bar Division of the British 
Medical Association, which was formed in 1950. To visit 
him and his home was a pleasure indeed, for he was a man 
of wide interests. His charming family, the theatre, photo- 
graphy, music, languages, and travel all absorbed him 
deeply. His great love was France, where he had travelled 
much on foot, by bicycle, and by car, and, in addition to 
many other things, had acquired a gourmet’s knowledge 
and appreciation of the food and wines of that country 
His loss will be deeply and widely felt in Enfield, and the 
sincere sympathy of all who knew him will be extended to 


his widow and son and daughter. 


The death of Dr. Barpara M. LOGAN at Brighton on 
November 3 after a sudden and short illness came as a 
painful shock to her colleagues and friends. Born in Moray 
59 years ago, Barbara Marshall Geddes was educated in 
Elgin and Fordyce Academies and at Aberdeen University, 
where she graduated M.B., Ch.B. in 1921. After working 
as a locumtenent in Banff, she went to London, where 
opportunities were more readily available in those days for 
the woman doctor. There followed work as house-surgeon 
in the eve, ear, and throat department at the York County 
Hospital, where she came under the influence of one of the 
dovens of the B.M.A., Dr. Peter Macdonald, and met and 
married Colonel M. H. Logan of the West Yorkshire Regi- 
ment, who predeceased her some nine years ago. On her 
husband’s retirement they came to Brighton and she resumed 
her medical work at the Central Ear and Throat Hospital, 
London, obtaining the D.L.O. in 1928. There followed a 
period in practice with Mrs. L. M. B Jeffries, and during 
this time she held honorary appointments in the car, nose, 
and throat and anaesthetics departments at the New Sussex 
Hospital for Women and Children. Because of the great 
shortage of doctors during the war she joined ie. ts A 
Morrison in Brighton, continuing her work as an anaes- 
thetist as well until 1952, when she decided to give all her 
time to the great numbers who had found in her the true 
family doctor. Dr. Logan's gentleness of manner and innate 
kindliness covered a character strong in times of trouble 
and rooted in a profound faith in the eternal verities 
qualities she placed at the service of those who needed her. 
When time allowed she returned for rest and refreshment 
to her beloved Scottish lochs and hills. Among her col- 
leagues her place will not be easily filled ; among her 
patients the sense of loss is profound. The dignity and 
beauty of her funeral service in Hove Parish Church, 
crowded as it was with patients and colleagues alike, was 
a full and fitting farewell to an eminently lovable soul. Our 
sympathy goes out to her only son, and to her family who, 
with her friends and colleagues, mourn her loss.—T. A. M. 
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Dr. R. GorRDON Simpson died at his home at Winchmor 
H London, on November 8 at the ave of 64 Robert 
Gordon Simpson was born on April 9, 1892, and received 
his medical education at the London Hospital, qualifying 
M.R.C.S., L.R.C.P. in 1916 After service in the R.A.M4 
n the first world war he returned to the London Hospital 


phthalmic house-surgeon, and graduated M.B., B.S. in 


1920. In the following year he took the D.T.M. He then 


t d his father’s practice at Winchmore Hill, where he 
unt his retirement because of ill-health a year 

o Dr. Simpson was always interested in medico-political 
itters. He was chairman ot the North Middlesex Division 

f tt B.M.A. from 1939 to 1946, and a membe f the 
Ophthalmic Group Cemmittee from 1942 to 1950. Although 
oosing | im outside the National Health Service as 

‘ i] practitioner, he was on the ophthalmic medical 
p tioners’ Inst. During the whole of tts existence he was 
chairmar f the North Middlesex Local Medical War Com 
nittee his duties in this office were often difficult, but he 
| ned task th the utmost integrity Ot this work 
sed to say It is not enough that justice is done: it must 

! een to be done In 1932 he became a member of the 
hic staff of the Wood Green and Southgate Hospital 

In 1940 he was elected a member of the hospital council 
ind of the house committee, and in 1945 he became cha 
in of the medical staff, an appointment he held until 1948 
He continued, however, as a member of the general prac 
titioner staff of the hospital, to which he gave great help 
ind his colleagues mourn his passing He was a mem 
ber the Medical Planning Commission, which presented 


ts draft interim report in 1942 The National Ophthalmic 
lrreatment Board was helped by his advice as a member of 
tS committee ind latterly he served on the Middlesex 
Local Medical Committee as a representative of Middle- 


‘eX private practitioners. He will always be remembered 
by those who had the privilege to serve with him in com 
Titles is a member who had a notable power of clear 
thinking and an ability to grasp the crux of the matter under 


liscussion, with a command of language to convey his ideas 
He was a divisional surgeon of the St. John Ambulance 
Brigade, and an enthusiastic supporter of the boy scout move- 
ment. Outdoor activities appealed to him, and he enjoyed 
walking, camping, and canoeing. He is survived by his wife 
ind two sons, to whom we extend our sincere sympathy in 


their tragic loss M.R.S 


Mr. W. BuckLey. who was consultant surgeon in charge 
f the thoracic surgery unit at the City Hospital, Notting- 
ham. died suddenly in Nottingham on November 14 at the 
we of 53 Born at Oldham on October 1903, William 
Buckley was educated at King Edward VIi School, Lytham 
St. Annes He then entered St. John’s College, Cambridge, 
ind took his clinical traming at St. Bartholomew's Hospital, 
qualifying M.R.C.S.. L.R.C.P. in 1928 He obtained the 
F._R.CS. in 1934 and graduated M.B., B.Chir. at Cambridge 


n 1945 After qualification he held house appointments 
inder Sir Geoffrey Keynes and Mr. Harold Wilson at Barts, 
ind then entered general practice at Worksop, where he 


was at once appointed to the honorary surgical staff of the 
Victoria Hospital. Surgery was his first and abiding great 
interest, and in 1944 he gave up general practice on obtain- 
ing an appointment as a surgeon in the Emergency Medical 
Service with Professor T. Pomiret Kilner at Stoke Mande- 
ille Hospital For some years he had been especially 
interested in thoracic surgery, and at the end of the war 
he joined Mr. George Mason’s thoracic surgical unit at 


Shotley Bridge. A year later he was appointed assistant 
thoracic surgeon to the City Hospital, Nottingham, and 
in 1948 became consultant in charge of the unit This 


unit. started in 1939 by the late Mr. L. F. O'Shaughnessy 
for the surgical treatment of pulmonary tuberculosis, under 
Buckley's direction rapidly grew into a regional centre for 
thoracic and cardiac surgery. He was appointed associate 
surgeon to the Nottingham General Hospital and operated 
ind consulted at Grimsby, Worksop, Lincoln, and Newstead 


ind Ransom Sanatoria. Buckley quickly saw the possibili- 


OBITUARY 


ties of cardiac surgery, and he travelled to centres in this 


country and in America to familiarize himself with the latest 
techniques of operation on the heart About a year ago 
he suffered his first heart attack, but insisted on returning 
to work at an early date His second and fatal attack 
came when he was holding an out-patient clink His 
surgical colleagues held him in high esteem as skilled 


operator, and the soundness of his opinion on chest diseases 
was respected by the physicians with whom he worked. His 
kindly and unassuming manner, his devotion to work, and 
his sure judgment endeared him to all He will be greatly 
missed. Our sympathy goes to his widow, his son, and his 


mother. who also survives him.—W. M 


Mr. F. ¢ ALTON, formerly senior consultant gynaeco- 
logist and obstetrician at the Royal Surrey County Hos 
pital, Guildford, died at his home at Guildford on Novem 
ber 7 at the age of 68 Francis Cooke Alton was born at 
Sheerness on February 17. 1888, the son of a distinguished 


naval officer, Rear-Admiral Sir Francis Cooke Alton, and 
was educated at Bedford School Being one of a famils 
steeped in naval tradition, he wished to make the Royal 
Navy his career. When, greatly to his disappointment, he 


failed to pass the evesight test for entry to Osborne he 


determined to become a naval medical officer. Accordingly 
he enrolled at St. Thomas's Hospit il as a medical student, 
and after qualifying in 1910 he entered the Royal Navy as 
a surgeon Four vears later he graduated M.B B.S. at 
London University Among other commissions, he served 
in H.M.S. Constance in the Light Cruiser Squadron during 
the first world war, and for gallant service was appointed 


O.B.E. in 1919; two years later he was awarded the Dis- 
tinguished Service Medal of the U.S.A Meanwhile the 
strain of several arduous VOVages and actions took toll of 
his health and he was invalided from the Service in 1919 
with the rank of surgeon heutenant-commandet However 
having regained his health. he went back into the Naval 
Medical Service in 1921. Disappointed that there was not 
sufficient outlet for his abilities, he finally retired from the 
Royal Navy in 1922. After a period in general practice he 
determined to specialize in gynaecology and obstetrics, and 
eventually settled at Guildford, becoming senior gynaeco 
logical and obstetric surgeon at the Royal Surrey Count 
Hospital. He ts survived by his widow and by one of his 


two sons. 


D. A. I. writes: “ Alt,” as he was affectionately known by 
his colleagues, after leaving the Navy, took up general prac 
tice in London, at Hollingbourne, in Kent, and later at 
Ipswich and High Wycombe However, his tent was 
towards surgery, and it says much for his singleness of 
purpose and determination that while at Hollingbourne, in 
1927, he proceeded to the M.D., with midwifery and diseases 
of women as special subjects, and in the same year took the 
F.R.C.S. Thereafter, he went to Ipswich, but, disappointed 
that he did not obtain an appointment on the staff of the 
hospital as gynaecologist, the specialty which had by this 
time attracted his main attention and interest, he moved to 
High Wycombe, where he had an appointment as surgeon 
at the hospital. For some years he was clinical assistant at 
Chelsea Hospital for Women and at the Prince of Wales's 
General Hospital. In 1934 his health became impaired 
again and he moved to a quiet practice in Shamley Green, 
Surrey, in 1936. In the following vear he was appointed 
assistant surgeon at the Roval Surrey County Hospital, 
Guildford, and later attained full consultant status with 
charge of the obstetric and gynaecological unit. With the 
formation of the Guildford group of hospitals he became 
ee senior consultant gynaecologist, a post which he held 
until his retirement in 1954. It was during his sojourn in 
Guildford that | knew Alton, and it has been manifest how 
he had endeared himself to his patients and the staffs of the 
hospitals. He was held in high esteem by his colleagues, 
all of whom appreciated his unremitting devotion to his 
patients. On many occasions when his failing health ren- 
dered his duties more onerous he never spared himself, to 
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ANXIETY STATE — aids to diagnosis 


In a recent medical article*, the following symptoms and signs were put forward 
as aids to the diagnosis of the anxiety state. They are not diagnostic, but 
in association with other observations may suggest the diagnosis. 


SYMPTOMS 
Headache (often localized in the back of the head and neck). 
Inability to read or think (inability to concentrate). 
Insomnia, dizziness (often resulting from hyperventilation). 

* Palpitation and tachycardia (often resulting from hyperventilation). 
Faintness (often resulting from hyperventilation). 
Sense of tightness in the chest (often resulting from hyperventilation). 
Anorexia (common), nausea, emesis, diarrhoea, aerophagia. 
Abdominal pain, backache, pain and stiffness in the shoulder region. 


SIGNS 
Sighing, wearing of tinted glasses, bitten fingernails. 
Axillary perspiration. 


AIDS TO TREATMENT 


In the treatment of anxiety and tension, no one disputes the 
fundamental importance of the simple psychotherapy which the General 
Practitioner is so well placed to dispense. Yet he, himself, generally 
recognises the need for a more material adjunct, a tonic and 
restorative, which will assist the nervous system as well as the 
organism as a whole. Sanatogen is an active nutrient tonic, and the 
choice of many physicians in such circumstances. Conversely, the 
considerable effect of a poor nutritional state on the mental outlook 
has long been recognised. Here again, the merits of Sanatogen 

as a high protein tonic nutrient are apparent. 

Sanatogen contains 95", casein and 5", sodium glycerophosphate; 
because of its high nutrient value and tonic and restorative 

effects, it is beneficial in many 

forms of physical and mental debility. 


* Aust. N.Z. Gen. Practit. (1955). 26, 88. 


§$anatoge 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a regd. trade mark of Genatosan Ltd., Loughborough, Leics, 
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( Phenobarbitone therapy 


| without its depressant effects 


\ 
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= 
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2 TRADE 
= = = 2S RR 
{ 7 s containing Phenobarbitone (16 mg.) gr. and Ascorbic at id 100 meg 
\ 
(( 6 6 Ascorbic acid, 200 mg. at night or on waking has been found )) } 
| { valuable in combating the hangover effects of barbiturates.” )))) ) 
(PROC ROY. Soc MED., 1954 (MAR.), 47,215) } 
\ Scorbital is particularly useful for patients who need to take phenobarbi- 
‘(f tone for a prolonged period. The risk of an accumulation of hangover } )))) 
| effects is minimised if Scorbital is prescribed instead of phenobarbitone. } ) ) 
) \\ 
\ Basic N.HS. prices: Bottle of 50—3 6. Bottle of 250—13 - 
| 
\ \ Literature and specimen packings are available on request y 
((( THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 ) ) 


“Pil have to find £500 odd in two years’ | 


time* when I change this car... | 
4 good reasons 


. . » but I can spread it over four years at 


£11 a month, paying about WHY MORE AND MORE 
HOSPITALS AND PRACTITIONERS 
| SPECIFY 


£70 less in hire charges 
by starting NOW under the 


CARSAVERS PLAN” 


*Payments must alal ¢ t le t xr t fore the vet . 
sfterwards—under a hire-purchase tract. Y eed not decide ak 
advance what make ew or used) y want or where “ 
: @ Because ZOPLA plasters were developed in collabora- 
tion with some of the leading Hospitals. 
To find out how this unique method of buying out of @ Because ZOPLA plasters made by Leslies have a 


\.vear. » ne 
income meets your needs, write or phone for details to , [30-year-old reputation for dependability and quality. 


@ Because there is a ZOPLA plaster for every medical 
and surgical need. 


@ Because ZOPLA plasters conform to the most_rigid 

| medical specifications, 

The Zopla Range includes self-adhesive strappings, felts, 
and Hexible dressings. 

Details of the full range together with samples will glad 

| be sent on request. 


CARSAVERS 
LIMITED 


21-24, Bury Street, St. James’s, London, S.W.| LESLIES LTD. 
Telephone: TRAfalgar 6131 (9 lines) ESTABLISHED 1823 * WALTHAMSTOW, LONDON, E.17 
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the further detriment of his health. He was a grand fellow 
His main interests outside of medicine were hunting and 
horses, and he was deeply interested in Napoleonic history 
and literature 


Dr. ALETHEA J. EAMES, who was in practice at Storrington, 
Sussex, for over 20 years, died on November 9 at the age 
of 64. Alethea Josephine Bolton was born at Nottingham 
on August 29, 1892. the daughter of Dr. Joseph S. Bolton, 
and was educated at the Nottingham Girls’ High School 
She studied medicine at Birmingham, where she won gold 
medals in surgery and medicine and qualified by taking 
the London Conjoint diploma in 1917. In the following 
year she obtained the London degrees of M.B., B.S. After 
resident appointments at the Children’s Hospital, Queen's 
Hospital, and the Maternity Hospital, Birmingham, she 
worked in France as a medical officer to the War Victims 
Relief Committee of the Society of Friends, and while 
there met her future husband, Mr. Felix Eames. She then 
spent twelve years in general practice at Glynceiriog, North 
Wales, before moving to Storrington im 1933, where she 
practised right up to the time of her death. She was 
especially interested in maternity and child welfare, and was 
medical officer of the antenatal clinic at Storrington. Dr. 
Eames was respected and loved by her medical colleagues 
in the area, several of whom will always be grateful for 
the way in which she helped to carry on their practices 
during the second world war. She was an active member 
of the local medical committee and gave outstanding service 
as a member of the medical service committee of the West 
Sussex Executive Council. She always kept abreast of 
medical progress, attending many postgraduate courses, and 
was a firm believer in the National Health Service. Her 
husband survives her. 


Dr. CHARLES ANDERSON, a member of the medical staff 
of the London Clinic of Psycho-Analysis, died on Novem- 
ber 11, a little over a fortnight before his 43rd birthday. 
Charles Anderson was born in London on November 28, 
1913, the son of a general practitioner. He received his 
early education at the Roan School for Boys, and did so 
well that he matriculated with merit when only 14} years 
of age. Six months later he became a medical student at 
St. Bartholomew's Hospital and qualified M.R.C.S., L.R.C.P. 
at the age of 20, but had to wait a year before he was 
granted his diploma. He obtained the London degrees of 
M.B.. B.S. in 1936. Unfortunately his father died soon 
after he qualified. His mother had started to study medi- 
cine in later life and she qualified shortly before her son. 
His sister, also, had qualified as a doctor some years previ- 
ously. After his father’s death Dr. Charles Anderson 
decided to postpone his ambition to specialize, and he went 
into general practice with his mother and sister at Finsbury 
Park. He worked there for several years, and was admired 
for his kindness, wisdom, and patience. As he was too busy 
during the day, he started to read at night for the M.R.C.P. 
examination. which he successfully passed in 1940. Two 
vears later he left general practice to become resident medi- 
cal officer at the West London Hospital fdr Nervous 
Diseases, taking the D.P.M. of the English Royal Colleges 
in 1943. He then held the post of psychiatrist to the Wharn- 
cliffe Hospital, in Sheffield, for one and a half years, after 
which he was appointed psychiatric specialist at Sutton 
Emergency Hospital, working also as honorary clinical 
assistant at the psychiatric out-patient department of 
Charing Cross Hospital. During this time he became 
interested in psycho-analysis. He was dissatisfied with his 
psychological approach to his patients, and felt the need for 
deeper understanding of the problems of the neurotic 
patients under his care. This decided him to take up 
psycho-analytic training in 1945. He became a qualified 
psycho-analyst, and an Associate Member of the British 
Psycho-analytical Society in 1948 and a full Member in 
1952. Since 1948 he had worked full-time in psycho- 
analytical practice. He was a serious and very hard worker. 
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His colleagues appreciated his human and _ professional 
qualities, and they realized that he could be confidently 
trusted with the psycho-analytical treatment of very diffi 
cult neurotic and psychotic patients because of his skill, 
tenacity, and devotion to his work. He was always keen 
to learn, and his capacity for development and research 
was clearly shown by the number of interesting and always 
original papers he read at the mectings of the Psycho 
analytical Society. During the last few years he had taken 
an increasing part in the training of psycho-analysts and 
child psychotherapists. In private life he was a devoted 
husband and father. His hobbies were music and garden- 
ing. He leaves a widow and two young sons: the sympathy 
of his friends and colleagues goes out to them in their sad 


loss.—-H. R 


L. M.S. writes: To lose an older friend may be a shock 
To lose a contemporary is a grievous blow. But to lose a 
friend several years younger, particularly one who is at the 
top of one’s own profession, is calamitous indeed. I had 
known Charles Anderson for 20 years or more, and in that 
time had seen him progress from a newly qualified tyro, 
through a period in general practice, during which he pre 
pared himself for his M.R.C.P., then through various 
psychiatric appointments, until he finally achieved consul 
tant status as a psycho-analyst, highly esteemed by his col- 
leagues and beloved by his patients. To have died before 
his 43rd birthday and to have achieved so much ts sufficient 
testimonial to Dr. Anderson's abilities and hard work, and 
no further praise is needed. My sincere friendship with him 
and his family and my great admiration for his character 
and abilities prompt me to write these few words to express 
the deep grief I feel at the loss of so noble a friend and 


colleague 


Medical Notes in Parliament 


MINISTER DEFENDS PRESCRIPTION CHARGE 
The new method of charging for prescriptions by the 
item, instead of by the form, is to stay. The regulations 
were discussed in the House of Commons on November 29, 
when a motion to annul them before they came into effect 
two days later—-moved by Dr. Epitta SUMMERSKILL (War- 
rington, Lab.) for the Opposition--was defeated by 303 
votes to 231, 

Dr. SUMMERSKILL condemned the regulations as unjust 
and inhuman. They meant, in effect, a discriminatory tax 
on the sick and the infirm. The tax had been imposed 
in an arbitrary manner, completely divorced from social 
and medical considerations, because the Minister had not 
sought the advice of the medical world. It was a tribute 
to the medical profession that it had made an immediate 
and widespread protest; it knew that a health service had 
tailed if it could not dispense humanity. Both town and 
country doctors, who in her experience rarely supported any 
party, had come forward as the champions of the sick 
against the Minister. 

No doubt the Minister would say that patients in need 
could get help from the National Assistance Board. On 
this, the acting chairman of the General Medical Services 
Committee, Dr. A. B. Davies, had observed that there was 
still a hard core of people who retained their pride and self- 
respect and who would rather suffer than seek public assist- 
ance. A Lincoln doctor had pointed out that the new 
measure imposed impossible conditions on rural practi- 
tioners, who had to collect the money for prescriptions from 
patients. 

Why had the Minister taxed the chronic sick in order to 
obtain his £5m.? Why had he ignored the other aspect of 
the drug bill, the over-prescribing of proprietary drugs ? 
Here was a source of the £Sm. if the Minister was courageous 
enough to tackle it. The cost of drugs was certainly high, 
and the most important cause was the increased proportion 
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proprietary drugs, which now amounted to 36 More 
than 65°. of these came from American firms. They had 
concentrated on the profitable lines; they recognized that 
the Government had given them a blank cheque ; their high 
pressure Salesmen were a positive embarrassment to the 
general practitioners This was becoming a national 
candal As a proot of her contention she mentioned the 
ecent introduction of “ tranquillizers ~ from America, cost 
ng £7 4s. for 250 tablets, compared with the British pheno- 
irbitone tablets costing 2s. &d. a 100 She quoted the 
irticle in the British Medical Journal of November 24 


p. 1206) on the experiments of Drs. E. D. West and A. I 
da Fonseca with meprobamate (which cost £4 for 250 
tublets) and the conclusion that the results were almost the 
same as The sick people 
f Britain were being exploited by the American 
drug firms, and the British taxpayer was having to bear the 
Here where the Minister should look for his 
savings on the drug account, and not in the little purses of 
the sick and the aged 

Mr. R. J. (Bermondsey, 
issociated with a medical mission in 
given him a brief to prove that the new system of charging 
would create hardship for the chronic sick He had inquired 
what would be the effect of the proposal to give “ package ” 
prescriptions for three months or more, and they had told 
him that the result would be a great waste of public money 
because of the need for frequent medical attention and 
changes in prescriptions 

Dr. Donatp JoHNson (Carlisle, Con.) urged the exemption 
drugs, 


with sodium amylobarbitone 


some ol 


cost was 


Lab.) said that doctors 


his constituency had 


from prescription charge of specified “ life-saving ” 
which he estimated accounted for some 12", in cost of the 


total drug bill 


Minister's Reply 
The Minister of Health, Mr. R. H 
had to see that the Health Service was administered properly, 
ind whether, in the present financial emergency, there could 
be any saving on expenditure, There was no possible way 
of reducing expenditure without closing beds, or reducing 
the service, except this alteration of the prescription charge. 
He believed that this was the right decision in order to raise 
the £5m 
He agreed that the growing cost of the pharmaceutical 
to which successive Govern- 


said that he 


service Was a serious problem 
ments had failed to find a solution. A large part of it was 
due to new and comparatively expensive drugs. He accepted 
the principle that there should be no interference with the 
right of a doctor to prescribe what he considered necessary 
but he was actively considering ways in which the cost could 
be reduced. They must do more than provide the National 
Formulary and “ Prescribers’ Notes.’ They must educate 
the young doctor so that he knew more about economica, 
prescribing They must also go into the question of the 
pressure of the salesmanship of the drug houses, and other 
pressures to which the doctor was subjected. On the pharma- 
ceutical side, the general level of prices of standard drugs 
did not call for intervention by the Ministry, but he was 
continuing discussions on the prices of proprietary prepara- 
tions. The chemists had now agreed to co-operate in an 
inquiry in the spring into the prices paid by them for stan- 
dard drugs. compared with the prices fixed by the drug tariff 

Of the change from charging per form to charging per 
item, the Moenister said that a recent survey had shown that 
five-sixths of the forms had one or two items, and one-sixth 


probably more than 20 million forms—had more than 
two items, and some even eight and nine Among the 
patients involved were “shopping-list patients,” whose 


doctors were being induced to stock their patients’ medicine 
cupboards The existing system created gross inequality 
One patient went to a doctor who observed the request in 
the handbook, cut down the items to two per form, and 
gave the patient three forms, for which he had to pay 3s. 
Another patient, with the same illness and needing the same 
remedy, went to a doctor who put al! six items on the same 
form, for which the patient paid only Is. There was another 
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Many patients were on a One-item prescription 
needing trequent renewal—cases of high blood pressure, per- 
anaemia, insomnia, and some of the cardiac con 
Some of these patients had prescriptions weekly 
and paid S2s. or over the year. That 
was a large sum. It would be wrong if they had to 
pay more, and they would not. On half the prescriptions 
there would not be a penny increase, and it was his conten 
tion that most of the chronic sick would not have to pay more 
because they were on one-item prescriptions, If a diabetic’s 
condition was stabilized, all that was required could be 
prescribed at intervals of two or three months, and if they 
were on one form the diabetic paid 6s. or 4s. Under the 
new system he would pay 27s. or 17s., which was still a 
good deal less than was paid by the chronic cases. The 
colostomy cases were very difficult: they required monthly 
or two-monthly supplies of cellulose wadding, cotton-wool, 
and plastic bags, and the replacement of appliances. On 
the Is. prescription form the patient paid either 12s. or 6s 
a vear: under the new regulations he would pay 36s. or 
18s. a year—still less than the chronic cardiac case 

To ensure that the new svstem was introduced with the 
least hardship, he had made it possible in the regulations 
for medicine or tablets to be put into two or three con 
tainers and subject only to a charge of Is. That would 
enable doctors to prescribe for a considerable period ahead 
He was providing for composite packs to be charged at 
ls.—for example, for diabetics and bronchial cases—and he 
had asked the B.M.A. whether it could suggest any further 


inequality 


nicrous 
ditions 
or fortnightl, 26s 


very 


multiple packs. 

From December | persons receiving National Assistance 
would be able to take their receipt straight from the 
chemist’s shop to the post office (or have it done for them) 
and get the money. For those not on National Assistance, 


a leaflet would be available in chemists’ shops on which a 
person seeking a refund could fill in his name and address, 
and post, and a National Assistance officer would visit him 
The third improvement affected persons who would be 
brought just below the assistance scale by the new system 
of charging. In all these cases the refund would be of the 
whole amount 
Homicide Bill in Committee 

In two days the House of Commons has disposed of the 
four less contentious clauses in Part I of the Homicide Bill, 
which abolish “ constructive malice,” introduce into English 
law the doctrine of diminished responsibility, and amend 
the law on provocation and suicide pacts. The debates, on 
November 27 and 28, produced no changes in the Bill as 
drafted. 

Communications to G.MLC. 

Mr. S. SwInGLeR (Newcastle-under-Lyme, Lab.) asked the 
Attorney-General on December 3 what communications he 
had sent to the General Medical Council, and Mr. H. 
DecarGcy (Thurrock, Lab.) asked what reports he had sent 
to the Council during the past six months. Sir Harry 
HyLt1on-Foster, Solicitor-General, stated that the Attorney- 
General had had no communication with the Council within 
the past six months. He had communicated with an officer 
of the Council about a criminal case which was now sub 
judice. 

Deaths from Leukaemia 

The Minister OF HEALTH informed Mr. H. Davies (Leek, 
Lab.) on December 3 that the number of deaths from leuk- 
aemia had increased progressively from 1,347 in 1945 to 
2.224 in 1955. This was a percentage increase over 1938 
of 27 in 1945 to 86 in 1955 (allowing for population 
changes) 


Opticians Bill.—Legislation to make the statutory registration 
of opticians compulsory will be introduced as soon as Parlia- 
mentary time allows. 

Colouring in Food.—\t is hoped that regulations will be intro- 
duced early in the New Year to give effect to the recommenda- 
tions of the Food Standards Committee permitting the use in 
food of certain specified colours only. 
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Summary for British Isles for week ending November 17 


(No. 46) and corresponding week 1955 
Figures of cases are f th intfies shown and Londor iministratiy 
inty Fig res of death ind birth ire f th 60 great towns 
England and Wales (London included), Loadon Strative unty. the 
1° principal towns in Scotland, the 10 Principal towns in Northern Ireland 
Md the 14 principal towns in Fire ‘ 
A t lank space denotes disease not notifiable or no return availat 
The table is based 1 information supplied by the Regist irs-General of 
England and Wales, Scotland, N. Ireland. and Fire, the Ministr Health 
. 
ind Local Government of N. Ircland. and the Department of Health of Eire 
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Emergency Admissions to London Hospitals 


In the area of Greater London, emergency admissions to 
hospital during the winter months amount on the average 
to a little over half the total of admissions to general acute 
beds. About one-fifth of the emergency admissions are 
made through the Emergency Bed Service. A review of the 
last seven winters indicates, according to the Muihistry of 
Health, that there is usually some period, especially during 
January and February, when severe weather lasting three or 
more successive days is experienced. If such a cold spell 
occurs it produces increased demands for emergency admis- 
sions, but as a rule only after an interval of five to seven 
days from the beginning of the cold spell. The increased 
demand then runs on for a similar period of five to seven 
days after the cold spell has ended. Influenza epidemics 
cannot be forecast, but close attention to the information 
from E.B.S. and other sources should in future enable the 
Ministry to guess at a fairly early stage that an influenza 
epidemic is developing in London. Warning can then be 
given so that hospitals can take whatever special measures 
are required. 

The E.B.S. is altering its warning system by discontinuing 
the “white” warning, and the method of calculating the 
moment of giving the “ yellow” and “red” warnings has 
been altered; it will tend to bring them into force a little 
earlier. The increase in the use of medical referees, says 
the Ministry, has been such in recent years as to suggest 
that this procedure is tending to become, in time of 
extreme difficulty, more a matter of routine than a last 
resort as was intended. It would help the E.B.S. consider- 
ably if hospitals always admitted emergencies up to the 
normal limit of capacity, not (as some appear to do) decline 
admissions until the referee procedure is applied. There are 
thought to be enough beds available if their use is adjusted 
to the needs of the moment. Even in the worst influenza 
epidemic experienced since 1948, the number of additional 
emergencies needing admission was never large enough to 
require more than the admission of one extra case a day to 
each general hospital from the E.B.S. for a period of three 
or four weeks. 

The Ministry suggests four ways in which these diffi- 
culties can be met. Firstly, there is bound to be some 
seasonal fluctuation in the number of beds required for 
acute medical cases, which means that surgery must be 
prepared in January and February to cede some beds to 
medicine, perhaps in return receiving help from: medical 
beds in the summer, and in a special emergency at any time 
to accept an even greater reduction ; allocations of beds to 
specialties cannot be inviolable. Secondly, waiting-list 
admissions are about half the total, and they must be 
reduced at least in January and February for medical wards, 
and when necessary for surgical wards to provide for extra 
medical cases. Thirdly, while the requirements of teaching 
and research clearly must normally govern the types of 
patient admitted to teaching hospital wards, the emergencies 
of cold spells, smog, or influenza require greater readiness 
than is always shown to admit older patients with respira- 
tory disease. Teaching hospitals are inescapabdly, and must 
remain, area hospitals responsive to special local needs, and 
should be prepared for short periods to moderate their 
claims to be specially selective about admissions when a 
medical emergency arises, just as they are if a major acci- 
dent makes emergency demands on the surgical side 
Fourthly, greater use can be made of the opportunity for 
the earlier discharge of patients to beds in convalescent 
homes, which are often vacant at this time of the year 


Infectious Diseases 
A rise was recorded in the incidence of most infectious 


diseases in England and Wales during the week ending 
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November 17. The largest mse the number of notifica- 
tions Ww 398 for measles, fr 3.094 to 3,492, 264 for 
whocping-cough, from 1.825 to 2.089, 156 for dysentery 
trom 425 to 581, and 53 for scarlet fever, from 643 to 696 

The largest increases in the incidence of measles were 99 
n Lancashire, from 878 to 977. 85 in Essex, from 122 to 
207, 73 in Yorkshire East Riding, from 91 to 164, and 68 
n Durham, trom 89 to 157. Only small variations were 
reported in the local returns of scarlet fever The largest 


n the notifications of whooping-cough were 65 in York 


rises 

shire West Riding. from 91 to 156, 50 in Durham, trom 103 
to 153, and 32 in Warwickshire, from 74 to 106 7 cases 
of diphtheria were notified, being 4 fewer than in the 
preceding week; two of these cases were notified from 
Plymouth C.B 

95 cases of acute poliomyelitis were notified, and these 
were 12 fewer for paralytic and 14 fewer for non-paralytic 
cases than in the preceding week The largest returns were 
London 14 (Lewisham 3, Kensington 3, Battersea 2. Isling 
ton Lambeth 2), Lancashire 14 (Manchester C.B. 4) 
Cheshire 9 (Chester C.B 3, Stalybridge M.B, 2) 

The chief feature of the returns for dysentery was a rise 
of 53 in Yorkshire West Riding The largest centres of 
niection during the week were Yorkshire West Riding 166 
Leeds C.B. 55, Rotherham R.D. 24. Colne Valley U.D. 19, 
Huddersticld C.B. 16, Ripponden U.D, 10), Lancashire 65 
Liverpool! C.B. 22), London 62 (Southwark 24), Durham 46 
(South Shields C.B. 19, Stanley U.D. 13), Glamorganshire 
37 (Aberdare U.D. 26), Surrey 30, Warwickshire 27 (Coven 
trv C.B. 17), Essex 23 (Romford M.B 10) 

Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus ------ the figures for 


1956 thus Except for the curves showing notifica- 
in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine 
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Industrial Accidents and Diseases 

The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
ot their employment were reported in October was 98, com- 
pared with 93 in the previous month and 111 (revised figure) 
in October, 1955. 

The numbers of cases of industrial diseases in the United 
Kingdom reported during October, 1956, were as follows: 
lead poisoning 4, phosphorus poisoning 1, compressed-air 
illness 5, anthrax 1, epitheliomatous ulceration 12, chrome 
ulceration 12; total 35. There were no deaths.—Ministry of 
Labour Gazette, November, 1956 


Week Ending November 24 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 815, 
whooping-cough 2,027, diphtheria 2, measles 4,054, acute 
pneumonia 382, acute poliomyelitis 75, dysentery 596, para- 
typhoid fever 5, and typhoid fever 3. 


The Services 


Major-General R. Murphy, C.B., C.B.E., late R.A.M.C., has 
been appointed Colonel Commandant, Regular Army, R.A.M.C., 


in succession to Major-General J. C. A. Dowse, C.B., C.B.E., 
M.C., tenure expired 

\ Supplement to the London Gazette has announced the 
following awards: 

Third Clasp to the Territorial Efficiency Decoration 
Lieutenant-Colonel G. A. W. Neill, T.D., R.A.M.C. 

Second Clasp to the Territorial Efficiency Decoration.—Major 
A. R. Edwards, T.D., R.A.M.C 

First Clasp to the Territorial Efficiency Decoration.—Maijor 
(Acting Lieutenant-Colonel) J. P. W. Hughes, R.A.M.C. 

Territorial Efficiency Decoration.—Colonels J. V. Todd and 
C. J. Wells, M.B.E. Majors (Acting Lieutenant-Colonels) J. P. W. 


Hughes and K. C. MacKelvie, Majors K. H. S. Dalliwall, J. H. 
Dean (now A.E.R.), and G. W. Pimblett, and Captain (Honorary 
Major) W. M. Robinson, R.A.M.C. 
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Medical News 


Honour for Professor Moorhead.—On his retirement from 


the Regius Professorship of Physic at Dublin University. 
Professor T. G. Moorurap has been elected an honorary 
fellow of Trinity College. This is a rare honour for a 


practising physician, and fittingly commemorates Professor 
Moorhead’s 36 years’ service on the teaching staff of the 
School of Physic there. He was appointed to the Regius 
Chair in 1926, and before that had been King’s Professor 
of Materia Medica. Born in 1878, Professor Moorhead 
is a past president of both the British Medical Association 
and the Royal College of Physicians of Ireland 

Royal Society Council.—At the anniversary meeting on 
November 30 Sir Cyrit HiINSHELWooD was re-elected presi- 
dent of the Royal Society, and Professor G. L. Brown, 
Jodrell professor of physiology at University College, 
Léndon, biological secretary. Among those elected to the 
council were: Brigadier J. S. K. Boyp, lately director of 
the Wellcome Laboratories of Tropical Medicine ; Sir BRYAN 
MATTHEWS, professor of physiology at Cambridge; Pro- 
fessor J. S. Mircueit, professor of radiotherapeutics at 
Cambridge ; Professor W. T. J. MORGAN deputy director of 
the Lister Institute ; Dr. K. M. Smitu, D.Sc.. director of the 
Agricultural Research Council's virus research unit at the 
Molteno Institute, Cambridge ; Professor M. Sracey, D.Sc., 
professor of chemistry at Birmingham; and Dr. W. H. 
THorPe, Sc.D., lecturer in entomology at Cambridge. In 
his presidential address Sir Cyril Hinshelwood spoke on 
“ Some Interactions of the Physical and Biological Sciences.” 


Mouse Mutations.—The fast-breeding mouse is a useful 
subject for genetical research, and in the course of years it 
has displayed the effects of many gene mutations. Professor 
H. GriiNeperG, F.R.S., has now prepared for the Medica! 
Research Council An Annotated Catalogue of the Mutant 
Genes of the House Mouse (H.M.S.O., 2s. 6d.).. The M.R.C. 
hopes it will be of special use in the study of medical 
genetics, for “the extent and variety of the material now 
available are not fully appreciated by research workers in 
general.” Mutant strains are now available with features 
similar to many of those found in human pathology, and 
with the added advantage that their genetic and other de- 
termining influences are known These strains might well 
be used for experimental investigations, suggests the coun- 
cil, before beginning parallel clinical studies. The catalogue 
lists 110 mutations and appends a descriptive note for each, 
with references to the literature. 

Stephen Paget Lecture.—The director of the Lister Insti- 
tute, Professor A. A. Mires, delivered this year’s Stephen 
Paget memorial lecture before the Research Defence Society 
and their guests at the annual meeting at University Col- 
lege, London, on November 27. His subject was “ Resis- 
tance to Infection : The Experimental Approach.” As is 
customary on this occasion, the lecturer also dealt with 
some of the objections of the opponents of animal experi- 
mentation. “The contention,” said Professor Miles, “ that 
what happens in an animal is irrelevant to what happens in 
man can be made only by insisting on the differences be- 
tween one animal and another ; and ignoring the similarities 
To do so is to deny on biological grounds the very kinship 
that is invoked to forbid the use of animals altogether.” 

New Task for Dr. Hill.—Dr. Cnartes Hutt has been put 
in general charge of the Government's public relations. This 
is not a formal appointment and it will not affect his duties 
as Postmaster-General. His job will be to co-ordinate the 
public relations services of the various departments, with the 
exception of the Foreign Office. 

Teletherapy at London Clinic.—The opening of a cobalt- 
60 teletherapy unit at the I ondon Clinic was celebrated on 
December 4. It is the first full-size unit to be built by a 
British firm. After Sir Horace Evans had conducted the 
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formal opening, Sir Joun Cockcrort, F.R.S., and Dr. W. M 
Levitt, director of the radiotherapy department at the 
clinic, gave short addresses. Dr. Levitt and Mr. I. G., 
WILLIAMS then demonstrated the unit to the The 
unit, illustrated below, is housed in an underground fort, 
protected by two feet of concrete, which has been pushed 
out from the clinic basement. It consists of a spherical 


guests. 


protective head for the cobalt, weighing two tons, pivoted for 
rotation in a fork which is itself mounted on a large panel so 
that the whole assembly can be turned axially 


A motor is 


provided to move the head. The cobalt source is fully shielded 
for up to 2,000 curies, and safety devices make it impossible 
to activate the machine while the door of the treatment room 
remains open. There is also a device for returning the 
source to behind its shield in case of emergency. The gamma- 
ray beam from the cobalt is approximately equivalent to 
an x-ray beam produced at three million volts. The intro- 
duction of these megavoltage machines. said Dr. Levitt, had 
not dramatically changed the outlook for the cure of cancer. 
Some moderate improvement in results might be expected, 
and some cases previously untreatable could now be 
treated. However, because the maximum dose was not sus- 
tained on the skin surface but a little below it, the painful 
and disfiguring skin reactions associated with intensive deep 
therapy were avoided or greatly mitigated. And because of 
the much higher penetrating power of the radiations, and 
their more uniform absorption in all tissues, of whatever 
density, the requisite dose could be applied more easily and 
with much less total radiation dosage, and consequently 
much less constitutional upset to the patient. 


Advisory Committee on Handicapped Children. The 


Minister of Education, Sir Davin Eccies, has _ reconsti- 
tuted his advisory committee on handicapped children. 
Mr. E. S. Evans, F.R.C.S., medical superintendent of the 


Lord Mayor Treloar Orthopaedic Hospital, Alton, has been 
appointed chairman in place of Sir FREDERICK MESSER, 
M.P. The other members of the committee are: Dr. 
Erner M. Bartiett, Ph.D., chief educational psychologist to 
the Essex Local Education Authority; Dr. G. M. Gipson, 
M.O.H. for Leicestershire: Mr. SypNey IrviNnG, M.P.; 
Professor E. A. Pret, professor of education at Birming- 
ham University ; Mr. W. H. SNowpon, headmaster of Brad- 
field School; Professor A. G. Warkins, professor of child 
health at the Welsh National School of Medicine; and 
Mr. E. W. Woopueab, county education officer for Kent. 


Department of Psychological Medicine, Newcastle.—In 
our account of the opening of the new department of 
psychological medicine at Newcastle General Hospital 
(Journal, November 24, p. 1249) the part played by the 
Newcastle Regional Hospital Board in establishing it was 
insufficiently brought out. The board bore the whole capi- 
tal cost of the scheme, and both the regional architect and 
Dr. T. E. Hurtey, the regional psychiatrist, assisted in the 
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planning In addition to registrars from the university 

depart nt of psychological medicine, registrars from the 
gional hospitals will be seconded to the department for 

training The board is also collaborating in the staffing 


The New Zealand Govern- 


comrmssion to 


bluoridation in New Zealand. 
has appointed a three-mar 
the question of adjusting the fluoride content of community 
ind to hear evidence. The members are a 
biochemistry (Professor N. I EDSON, 
ind the chairman of a hospital board 
February 


Birmingham University...Dr. J. F. Soornme has been 
ippointed lecturer in experimental pathology (metabolic 
diseases) In the department of experimental psychiatry 
Dr. A. D. Harris has been appointed a research fellow in 
psychology, and Dr. J. L. Crammer a research fellow in 
neurochemist: 


ment investigate 


wile ipphes 
judge, a professor ot 
f Otago University) 


[he commission has been asked to report in 


COMING 


Heberden Society. Annual! 
ber 14 and 15, at University College Hospital Medical 
School and the Wellcome Foundation. On December 14 
Professor R. E. Tunprince will deliver the Heberden 
Oration on “ The Connective Tissue System.” The annual 
dinner will be held at the Hall of the Society of Apothe- 
the same evening. Details from the hon. secretary 
of the society, c/o Empire Rheumatism Council, Tavistock 
House (North), Tavistock Square, London, W.C.1 


Salon des Médecins, Dentistes, Pharmacists, et Vétérin- 
aires... The 29th exhibition will be held at the Musée d'Art 
Moderne, Paris January 13 to 27. Sections for paint 


EVENTS 


meeting in London, Decem- 


Caries 


from 


ings, sculpture, photography, and decorative and applied 
irts. Intending exhibitors should notify the exhibition secre 
tary Dr Matt tr, 67 Avenue Pierre Larousse Malakoff 
(Seine), France, before January 1. Messrs. Davies, Turner, 
Ltd., 47, Graham Terrace, London, S.W.1, are arranging 


for the dispatch of British exhibits 


Oxterd Graduates Medical Club. Winter the 
Roval College of Surgeons, London, January for 7.30 
p.m. Tickets (25s.) from Mr. Setwyn Taytor, 3, Roedean 
Crescent, Roehampton, London, S.W.15 


First International Congress of Neurological Sciences.— 
Brussels, July 21-28, 1957. The congress comprises the 
sixth international congress of the third inter- 
national neuropathology, the fourth inter- 
congress of electroencephalography and clinical 
the first international congress of neuro- 
the fifth meeting of the international league 
and the fifth symposium neuroradiologi- 


dmner at 


neurology 
congress of 
national 
neurophysiology, 
logical surge 


igainst epilepsy. 


cum. Papers must be submitted by January 31, 1957: regis- 
tration by February 15, 1957 Details from the secretary 
general, Institut Bunge, 59, rue Philippe Williot, Berchem 


Antwerp, Belgium 


Second International European Congress on Clinical 
Chemistry.—Stockholm, August 19-23, 1957. Details from 
the congress bureau, Box 12024, Stockholm 12, Sweden 
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PosTorapuaTe Mepicat LONDON i pon Professor A. W 
Woodruff Amocas 

ANALYTICAL CHEMISTE SeCcTION At Department 
f Forens Med Ihe Ur rsity Gilas@ow 715 pm Dr 
Rent Problems and Techniqu Forensic Analysis 

Tuesday, December 11 

Mepicat Soctrery At kK George Hospital, 8.45 p.m.. Dr. Ursula 
Shell Early Diagnosis of Cerebral Palsy in Y : Children (with film) 
Mem! Stratiord Divis RMA ted 

IN re OF Dr. G. C. Wells: Pigmentation 

@ixsriver r rraics Gyn p.n Dr. C. Tavior 
Rarer Ovarian Tumour 

Rovat ¢ ror rP r LONDON Spm FitrPatrick Lecture 
T. East S « Aspects the Hist t Cardiology—1) 
Dia 

Rey P HOLOG Associat PSYCHOTHERAPY AND Socta 
Psycwiatry At 11. Chandos Street, W 8 pm... Dr. A. B. J 
Plaut Psychotherapy of Adolescents r f t members and their 
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Mary Hospitat Scnoot Ac Wriseht-Fle ng ins 
Theatre Dr. J. D. W. Pearce Psychoses of Preenancy, 

Wi EN Ho POR NEUROLOGY AND N&UROSURGIRY weer 
Dr. F. D. B quet; N path y 

Wednesday, December 12 

Evuaenics Sociery At Royal Society, £.30 p.m., Dr. J. W. B. Doug'a 
Effects of Maternal Employment on the Health and Development otf 
Y Childre 

HaRVFIAN Soctet ~LONDON At 11, Chandos Street. W 8.15 p.m 
Resum f the Buckst Browne Prize Essay by Dr. |. McD. G. Stewart 
New Prospects in Hypertensior 

INSTITUTE DeRMaTOLOGY p.m., Dr. C. D. Calnan: Drug Allergy 

INSTITUTE + Diseases oF THe CHEST § p.m., Dr. J. G. Scadding 
Sa 

INSTITUTE OF NFUROLOGY 5.30 p.m., Dr. H. F. Shuknecht (U.S.A.): Effect 
on Hearing of Lesions of the Acoustic Nerve 

INSTITUTE URoLogy 4.3% tor 5 p.m., Mr. H. G. Hanley Urologica 
niems n Pregné wy 

PostorapuatTe Mepicat Scnoot or LONDON 2 p.m., Dr. R. L. S. Bayliss 
Laboratory Investigations in Endocrinology 

Royat OF SURGEONS OF 3.30 p.m.. Mr. D. H. Pate 
Inf! t Anatomy on the Surgery of the Salivary Glands 

Royat COLLtGe OF SURGEONS OF ENGLAND 2.4 p.m., Moynihan Lectur 
by Professor I. S. Ravdin: Complexity of Liver Discase—-Surgical Steps 
Toward Solution 

Instrretre OF Pustic HeattH ann HyGrent 3.30 pm., Dr W.S. ¢ 
Copemar Modern Views on the Rheumatic Diseases 

Societ CHEMICAL INDUSTRY NUTRITION PANet At Royal Socicty ot 
Medicine, 6.15 p.m Protessor A. Neuberect F.RS Some Genera 
Aspects of Protein Metabolism in Mammals 

Thursday, December 13 

Arrrep Apter Mepicat Soctrry At 11, Chandos Street, W., 8 p.m 
Dr. N. R. Beattie: Mental Hygiene 

HonymMan Gitcespre Lectures At University New Buildings, Teviot Place 
Edinburgh p.m., Dr. L. P. Duncan: Oral Insulin Substitutes 

INSTITUTE OF DERMATOLOGY 5.30 p.m., Dr. R. H. Meara Allergic Reac- 
tions of the Skin 

Ure OF Distases oF THe Cuest.—S p.m., Dr. Bery! Barsby: Study of 
bronchial Tuberculosis 

Ortuoparpic Centre At Winefield-Morris Orthopaedic Hospital 

8.30 p.m., Mr. K. IL. Nissen: Carpal Tunnel or Acroparacsthesiac Syn 


crome 


vat or ORSTFTRICIANS AND GYNAFCOLOGISTS Spm John 
Shields Fairbairn Memorial Lecture by Dr. H. F. Bettinger (Melbourne) 
Unexpected Maternal Deaths Without Obvious Gross Organic Lesions 

Royal Coucece or Prysicians or Lonvon.—‘ p.m., FitzPatrick Lecture by 
Dr. C. F. T. East: Some Aspects of the History of Cardiology—2 


Circulation 
Rovat Society oF Tropicat 
730 p.m... Dr. J. R. Busvine 


At 26 
Strains of 
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Insecticide-resistant 
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Public Health Importance 

St. ANDREWS UNIVERSITY At Physiology Department. Queen's College 
Dundee p.m., Dr lice M. Stewart: Recent Survey of Leukaemia in 
Childhood 

Friday, December 14 

or <3 p.m. Dr. A. D. Porter clinica 
demonstration 

INSTITUTE OF Diseases OF THe CHest.—S pm., Mr. J. R. Belcher and 
Dr. E. H. Hudson: clinical demonstration 

Kent anp Canrersury p.m., clinical meeting 

Miptanp Centre ror Nevurosurcery, Holly Lane, Smethwick, near Birm- 
ingham 8 p.m., Mr. R. T. Johnson Anatomy of Hydrocephalus 

Rovat Mepicat Soctery, Eptnsurcu.—& p.m., symposium: The Collagen 
Diseases 

Wesr Kent Mepirco-Cytaurcicat Soctery At Miller General Hospital 
8.45 p.m., Purvis Oration by Sir Russell Brock: Present Position of 
Cardiac Surecry 


Saturday, December 15 


Biocuemicat Sociery.—At Department of Biochemistry, St. Mary's Hospital! 


Medical School, 10.45 a.m., scientific papers 

@Ixsrirere OF Opsterrics anp GYNAECOLOGY 11.15 a.m., Mr. C. K 
Vartan: Breech Presentation 

Kent Paspiatric anp Camp Heattn Socrery At Children’s Department 


Adopted Child 


Farnborough Hospital Winnicow: The 


3p.m., Dr. D. W 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Brooks.—On November 20, 1956, at Panteg Maternity 
to Mac, wife of Alexander Brooks, M.B., Ch.B., of 
Francis Charles 


ntypoo!, 
Beaufort, 


Unit. P 
Braeside, 


Gray.—On November 27, 1956, at Coventry and Warwickshire Hospital, to 
Jean rmeriy Leader), wife of Dr. lan Ramsay Gray f 19, Warwick 
Avenuc, Coventry, a daughter 

Jones.—On November 24, 1956, at Farnborough Hospital, Kent, to Dr 
Margaret (formerly Watt), wife of Dr. David ¢ B. Jones, a sister 
for Richard -Ann Margaret 

McEwen. On November 275. 1956. at Glasgow. to Dr. and Mrs. Malcolm 
McEwen (Jean Mann), a brother for Alasdair, Morna, and Fiona 

DEATHS 

Drake-Brockman.—On November S$, 1956, at Prissick House, Marton 
Middiesbrough, Yorks, Henry George Drake-Brockman, M.R.C.S 
LRC.P 

Eames.-COn November 9, 19%¢ Alcthea Josephine Eames M.B., BS., 
aged f 

Maas.—On November 9, 1956, Otto Ludwig Maas, M.D, aged 82 

On November 9, 1956, at Forest Row, Sussex, William 
Thomas McCowen, M.R.C.S., L.R.C.P., Colonel, I.M.S. (retired) 

Martin.On November 11. 1956, Thomas Young Martin, L.MS.S.A f 
B ey House, Green Mount, near Bury, Lancs, aged 47 

Shatbaay.On November 6. 1956. in London. Homa Vahid-Ol-Molk 
Shaibany, M.B.. F.R.C.S.Ed D.T.M 

Simpson.—On November 8. 1956, at 51, Compton Road. Winchmore Hill, 
London, N.. Robert Gordon Simpson, M.B.. BS.. DTM 

Smith.—-On November 7, 1956, at 10 Marchficld Road, Dundee, John 
Grimmond Smith. M.D.. aged 87 


== 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. lt is regretted 
i nor ih] 

that tf is not possible to supply answers to all questions 


submitted, 


Collapse in the Dental Chair 


Q.-- How should one resuscitate a patient who collapses in 
the dental chair after gas-and-air anaesthesia? It is assumed 
that there is no obvious clinical disease and that the patient 
has not recently eaten. What equipment is needed 


A. Collapse in the dental chair during or immediately 
following gas-and-air anaesthesia is almost invariably due 
to the effects of oxygen deprivation, the result either of 
administering too little air in the mixture or of obstructing 
the respiration. Respirations become shallow or cease, the 
colour becoming deeply cyanosed or, later, grey. The treat- 
ment is to lower the back of the chair so that the patient 
is horizontal or in a slight head-down position, to remove 
any swabs in the mouth and make sure that none has found 
its Way into the pharynx, to hold the jaw forward, and to 
ventilate the lungs with air or oxygen. If an apparatus 
such as a Walton or McKesson is available pure oxygen 
is easily admuinis‘ered under positive pressure for a few 
seconds, the mask being taken off the face for the lungs to 
deflate. The process is then repeated. In other circum- 
stances the rubber bag always found with even the simplest 
of gas-and-air equipment is filled with oxygen or with air 
by the anaesthetist blowing into it. The mask is held firmly 
on the patient's face and the bag squeezed to inflate the 
lungs. If the airway is clear three or four inflations with 
air, or better still oxygen, will quickly change the colour 
of the patient to a bright pink and cause the return of 
consciousness. If this does not occur respiratory obstruc- 
tion due to swabs or blood, or cardiac failure, should be 
suspected. With a laryngoscope the pharynx can be quickly 
inspected, and if a gum elastic catheter and efficient sucker 
are available the trachea can be cleared of blood. Apart 
from a laryngoscope and a knowledge of how to use it, 
and an efficient sucker, the other equipment for resuscita- 
tion mentioned is already present in a dental room. The 
most important factors in successful resuscitation are the 
achievement of a clear airway and a knowledge of how to 
perform artificial respiration by rhythmically inflating the 
lungs with air or oxygen. 

After an acute anoxic episode of this sort the patient, 
when apparently recovered, should be allowed to rest quietly 
for about an hour, and then leave only in the company 
Not infrequently there is some delay in patients 
surroundings, and) very 


ot a friend 
regaining full awareness of thei 
occasionally even some mental confusion for up to a few 


uais 


Prediction and Control of Adult Height 


Q. (1) Ai what age is it possible to forecast the likels 
adult heieht of a child What physical factors in the 
child are helpful in making this prognosis and to what 
extent does the size of the parents, if known, modify any 
estimate based solely on the child's appearance (2) With 
a girl who seems likely to develop into a strapping Six- 
footer, with the consequent social and matrimonial handi- 
cap, is there any safe treatment likely to limit growth to 
more acceptable proportions ? 

4.—(1) Moderately effective prediction of adult height from 
the height of the child can be made from about 3 years 
s. Tables of this prediction can be found in J. M. 
idolescence (Blackwell Scientific Pub- 
It must be realized, how- 


onwards 
Tanner's Growth at 
lications, Oxford, 1955, p. 67). 
ever, that before the age of 3 years these tables do not 
predict vers accurately, and that during adolescence (that 
is. in the girl, from about 10 to 13) their accuracy again 
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decreases sharply unless allowance is made for the skeletal 
age of the child. The degree of prediction obtainable is 
very roughly this: the possible range of all adult heights 
which, so to speak, is apparently available to the child at 
birth has decreased to a range about half as wide by the 
time the child has reached 3 or 4 years. No o.her physical 
factors except the child’s present height are of much use 
in predicting future adult height, except that very muscular 
children seem to be slightly advanced in their growth over 
others, and therefore the tables cited will predict their adult 
height a little too high. Little extra information is gained 
by knowing the height of the parents when measurements of 
the child later than at the age of 3 are available. 

(2) There is at present no safe treatment which might limit 
the growth of a girl who is likely to achieve an undesirably 
large height. It must be remembered that both men and 
women are taller nowadays than they were in previous 
generations, and the percentage of men of 6 ft. 2 in. 
(188 cm.) and upwards in the population is therefore con- 
siderably greater than it used to be. 


Fluid Exchange in Serous Cavities 


Q.—What is known about the mechanism and rate of 
fluid exchange in the serous cavities of the body ? 


A.--Fluid exchange in the scrous cavities of the body may 
be regarded as a special case of fluid exchange between 
plasma and extracellular fluid (E.C.F.). Ths exchange takes 
place partly by filtration of fluid from the blood, and partly, 
in the case of electrolytes, by the diffusion which occurs 
in addition to mass movements of fluid. The filtration 
mechanism has been discussed in detail! by Pappenheimer 
and the evidence that diffusion is also an important factor 
is given by Chinard er al.* These factors can be taken as 
the main influences in the formation of transudates ; in 
the formation of exudates the additional facior of ab- 
normal capillary permeability, with leakage of protein, 1s 
also of importance. 

As regards rate, water and diffusible ions (electrolytes) 
and molecules (urea, sugar) are in dynamic equilibrium with 
the corresponding constituents of plasma. This is implied 
in the facility with which Darrow and Yannet* induced elec- 
trolyte distortion by intraperitoneal injections, and is of 
some clinical importance in relation to the acute sodium- 
depletion “ shock * which may follow the tapping of ascites. 
Ihe protein in ascitic fluid is also in dynamic equilibrium 
with the plasma protein pool, but the rate of exchange, as 
judged by '"'I-tagged albumin, is much slower than that of 
electrolytes.‘ There is much less information on pleural 
fluid than on ascitic fluid, but the same general principles 
probably apply. Aqueous humour and C.S.F. are rather 
special cases, differing in composition from serous transu- 


dates. 
REFERENCES 
Pappenheimer. J. R.. Physiol. Re 1953, 33, 387 
Chinard, F. P., Vosburg, G. J., and Enns, T., Amer. J. Physiol., V9S* 


‘ Darrow, D. C., and Yannet, H., J. clin. Invest., 1935, 14, 266 
* Berson, S. A., and Yalow, R. S., ibid., 1954, 33, 377 


Three Attacks of Chickenpox 


Q.—A 13-year-old girl has had three attacks of typical 
chickenpox in the last four years. What is the explanation 
of this unusual history, and what measures can be devised 
to protect her from further attacks 


A,—This case is so unusual that it raises strong doubts 
about the accuracy of diagnosis. Differential diagnosis on 
clinical grounds alone between chickenpox and mild small 
pox is sometimes virtually impossible, and there are other 
infections like herpes which may occasionally be diflicult to 
distinguish. To accept a diagnosis of the same acute virus 
infection in a patient on three occasions within four years 
one would require isolation of the viruses on each occasion, 
but with chickenpox there is as yet available no means of 
virus isolation 

If it is assumed, however, that the diagnosis on each 
occasion was accurate, the most probable explanation is that 
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sw wit lif us pe it! 
{kK vn int types chicken- 
POX Virus exist But, a vera i ot s 
are k wi i sin tual na e case ¢ 
chickenpox, and, if would readily account for recurrent 
ction, Second attacks chickenpox have eported 
fair often, which lends some support to this explanation 
There are unl tunate I specific measures wh ch can 
he taken to protect this patient tron rther attacks 
Multiple-puncture Mantoux Testing 
/ res ver from the ordinar nfra 
dermal Mantoux test to the mult ple-puncture (Heaf) method 
are the riteri f result the muitipte 
pur ‘re met 7, and foes if compare nm re 
with the intradermal test 


A.—-Induration around at least four of the six puncture 


marks 18 required belore a Heal test is called positive 
more often the reaction ts sufficient to produce a ring of 
plaque of induration, It must be remembered that the six 
puncture marks are clearly visible in most negative reac- 
tions; there may even be a ring of redness around each 
puncture with a tiny crust in the centre, which at first sight 
suggests a positive reaction, No reaction is positive unless 
delinite induration is present 

Anderson,’ Greening,’ Henshaw,* Rathus.’ and Stott 
found that the Heaf produced more positive reactions than 
the Mantoux 10 TU (1/1,000); Heaf,” Irvine.” and Low’ 
showed it to be nearly as sensitive as the Mantoux 100 TU 


(1/100). All found it a simple and reliable test 
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Filamentary Keratitis 
Q).—-What are the causes of recurrent mucous filaments 
in the conjunctival sacs and how should the condition be 
treated 


A. Histological examination of the “ mucous” filaments 
will reveal that they consist of hyperkeratotic epithelial 
filaments, with which is entangled some mucus and possibly 
some goblet cells Any condition leading to diminished 
lacrimal secretion will predispose to excessive conjunctival 
dryness and the development of filamentary keratitis. This 
condition is most commonly met with in women, the onset 
coinciding with the menopause, Atrophic changes occur 
in the lacrimal glands; similar changes may occur in the 
salivary glands, causing troublesome dryness in the mouth. 
while desiccation may occur in other mucous membranes. 
Arthritis is commonly present, and this svndrome is known 
as SjOgren’s disease. It is evidently of endocrine origin. but 
hormonal therapy has so far proved disappointing. 

Diminution of lacrimal secretion by itself may also 
occur in severe vitamin-A deficiency or after extirpation of 
the lacrimal gland surgically, particularly if the conjunc- 
tiva is already extensively diseased, with consequent reduc- 
tion in mucous secretion, as in chronic trachoma 

he first step in management is to establish the diagnosis. 
Staining the conjunctival sac with Rose Bengal picks out 
the areas of epithelial erosion; Schirmer's blotting-paper 
test will demonstrate the reduction in tear formation. IT reat- 
nent is mainly symptomatic : gentle irrigation with bland 
lotions to remove the irritating filaments : oily drops such 


is Of liquid paraffin or “ artificial tears” (glycerin with 
chlorbutol); and protective dark glasses. Sealine of the 
inferior puncta by diathermy in order to conserve what 
lacrimal secretion remains is of some assistance. The con- 


dition usually pursues a chronic course, proving a trial to 
patient and practitioner alike 
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Menstrual Oedema 


QO. { woman of 30 suffers from swelling of her thighs at 
the time of her periods. This is so marked that the friction 
f one leg on the other when waiaing Causes excoriation 

the shin. The mudition persists jor about a weel Men- 
regular Restriction of salt has not resulted 
n any unprovement What treatment is advised 


4.—The description here suggests that, apart trom other 
considerations, the patient is over-weight. If this assumption 

correct a primary need is a severely restricted calorific 
intake. In all women, however, there is a tendency to suffer 
fluid retention premenstrually, and this ts sometimes so 
obvious as to constitute “ menstrual oedema.” It shows 
Some enlargement ot the legs may also 


mainly in the legs. 
The swelling can be con- 


result from increased vascularity. 
trolled to a large extent by restricting the intake of fluid 
to not more than 30 oz. (900 ml.) in 24 hours for seven to 
ten days before a period, and by attention to posture. The 
intake of salt. or of sodium in any form, can be reduced 
it the same time. Other points possibly deserving attention 
n the case described are modification of the underclothing 
so as to prevent the skin surfaces of the thighs coming into 
direct contact with each other, and frequent washing and 
careful drying to remove skin secretions from the surfaces. 

Hormone therapy is not likely to be very useful, although 
ethisterone 10 mg. sublingually three times a day, or intra- 
muscular injections of 10-20 mg. progesterone daily, for 
seven days premenstrually could be tried. 


Retraction of the Prepuce 


Q.—-At the local authority clinic where 1 work I usually 
advise the mothers of small boys to retract the prepuce 
gently from about six months onwards, and I show how 
this is to be done. Recently 1 was told that retraction 
should not be practised and that the prepuce would retract 
normally by the age of 2 or 3. My difficulties about accept- 
ing this advice are firstly that mothers complain of the smell 
of smegma, and secondly that I have twice seen subpreputial 
abscesses in children under 3. What does your expert 
advise 

A.—In general it is true that most prepuces will retract 
spontaneously by the age of 2 or 3 years and therefore no 
interference is necessary. It is doubtful if the practice of 
gentle retraction from 6 months onwards will affect the 
incidence of necessary circumcisions. It may be said, there 
fore, that routine stretching of the prepuce is unnecessary 
and inadvisable, but that in particular cases it may be 
helpful. Subpreputial abscesses and complaints of smegma 
smelling suggest lack of general hygiene and cleanliness 
rather than lack of attention to preputial retraction. 
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THE REMUNERATION CLAIM 

NEGOTIATING COMMITTEE MEETS 
The Negotiating Committee met at B.M.A. House on 
November 28 to consider the letter received from the 
Permanent Secretary to the Ministry of Health (published 
in last week’s Supplement, p. 201). Dr. A. B. Davies, 
acting chairman of the General Medical Services Committee 
of the British Medical Association, occupied the chair 

It appeared to the Committee that Sir John Hawton’s 
letter was based on a complete misconception of the nature 
of the case which had been made out in the Committee’s 
supplementary memorandum 

The Committee had never alleged that the overriding con- 
tractual obligation of the Government to the two branches 
of the profession was an obligation which could be enforced 
by legal proceedings in the ordinary way. In the opinion 
of the Committee, what was vital to the profession’s case 
was that the contractual obligation existed, whether or not it 
was enforceable by such legal proceedings. Implicit in the 
contractual obligation was the moral obligation of both 
parties to the bargain to honour their promises, and the 
moral obligation might well be the more cogent by reason of 
difficulties of legal procedure. The position of the profes- 
sion was, quite simply, that the Goverment was under both 
a contractual and a moral obligation to implement the 
promises which were made to the profession when it entered 
the National Health Service ; and, in the view of the Com- 
mittee, observations as to the difficulty of enforcing this 
obligation were beside the point and could only tend to con- 
fuse the real issue. 

The Committee decided to reply to the Ministers in this 
sense, explaining that it could not accept Sir John Hawton’s 
letter as a satisfactory explanation of the Ministers’ position 
ind stating that it would wish to seek an early meeting with 
the Ministers after receiving a full answer from them 


REGISTRARS GROUP COUNCIL 


The Registrars Group Council held its first meeting of the 
session at B.M.A. House on November 23 Mr. R 
BREARLEY (Liverpool) was re-elected chairman. Most ol 
the time was occupied in a discussion of the relationship 
of the group to the general structure of the B.M.A., includ: 
ing the question of whether the group should be widened 
to include J.H.M.O. and house officers The council 
received Dr. Cox and Dr. Parrick, representing house offi 
cers in the Manchester region, who wished for representation 


of junior hospital staff on the Joint Consultants Commiitee 


and Whitley Council Committee B. Dr. Cox recalled the 
receipt of letters in August announcing an increased board- 
and-lodging charge from the same date, with a rising scale 
for the higher grades of staff without any increase in ameni- 
ties or food. The house officers in the North Manchester 
group felt that there should be no increase without consulta 
tion with junior hospital staff. Dr. Cox described as un 
satisfactory the present representation of juniors by seniors, 
who found it difficult to appreciate the difficulties of juniors 
in their impoverished state 

The Registrars Group executive committee recommended 
that the Group’s terms of reference should be widened to 
include all grades of hospital junior medical staffs-——that is, 
that there should be an organization for junior staffs parallel 
to that existing for consultants and specialists, with the 
council renamed the Hospital Junior Staffs Central Com- 
mittee, This committee should receive from and appoint 
to the Central Consultants and Specialists Central Com- 
mittee two representatives to facilitate adequate liaison 
Following the establishment of this machinery for the repre- 
sentation of hospital junior medical staffs, steps should be 
taken, the executive recommended, to explore means where- 
by hospital junior staffs might take part in negotiations on 
their terms and conditions of service. 

After a long discussion the council agreed that a decision 
should be deferred until the views of the regions had been 
obtained. 

Board and Lodging 


In a report on the question of the increased board-and- 
lodging charges for hospital medical staff, the CHAIRMAN 
said that at a meeting of Whitley Council B, at which he 
was present, agreement had not been reached, the Ministry 
pressing for a higher figure. At a subsequent meeting, 
at which he was not present, an agreement was reached, 
but it included none of the conditions which he had pressed 
for at the previous meeting. Discussion was to be resumed 
on the question of ensuring satisfactory standards of accom- 
modation ; meanwhile it had been agreed that an officer who 
felt that the accommodation was not appropriate could 
appeal. A point not taken up was the question of charges 
where the medical officer was required to sleep in on odd 
nights. It was agreed that the chairman should continue 
to press the matter. 


Income Tax 


The council heard that a senior registrar, for whom there 
vas no married accommodation at his hospital, had been 
able to claim for income-tax purposes the sum of £120 
deducted annually from his remuneration tn respect of board 
and accommodation when he was required to be on duty at 
the hospital. The inspector of taxes appealed against the 
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finding of the commissioners that this was money expended 
wholl xclusively, and necessarmly in the performance of 
his duties, but withdrew his appeal shorily before the hear 


ne m the High Court 
Financial Difficulties 


Dr. N. K. SHinton introduced a motion from the Birm 
Registrars Committee which stated that 


in view of the present difficulty of senior registrars in 
obtaining consultant appointments, and the subsequent de 
rease in their total life earnings as compared with the 
recommendations of Spens, those who were required as a 
condition of service to be resident and to pay board-and 
odging charges should receive some financial allowance 
Dr. Shinton said that such a senior registrar was vir-.ually 


paying tor doing night duty, He also complained of ad- 
vertisements in the Journal which stated that the post was 
non-resident and where the applicant subsequently found 
hat he was asked to be resident 

Dr. J. E. Forsrer (Liverpool) said that there was a feeling 


that rewistrars were having a more difficult time, possibly, 
than any other members of the profession When the 
remuneration of hospital staffs was increased in 1954 the 
consultants received 20°, more and the registrars 10 He 


felt that, unless the general claim was settled soon, registrars 
should press for an independent pay rise on the basis of the 
present grades, in view of hardship 


GENERAL MEDICAL COUNCIL 


The autumn meeting of the General Medical Council 
opened on November 27. Sir Davip CAMPBELL was re- 
elected President of the Council for a further term of five 


years 


President’s Address 


In his address, the Presipent dealt mainly with the 
Medical Act. 1956, which received the Royal Assent on 
November 5 and would come into force on January 1 
Without question, said Sir David, this new Act was im- 
measurably superior to the score of statutory provisions 
ranging over a period of nearly a century which it super- 
seded As a consolidation measure it did not, and could 
not, include any important amendment of the law 

Part I sets out the constitution of the General Medical 
Council and the three Branch Councils. There were now 
47 members, 8 nominated by Her Majesty, 3 of whom 
must not hold a medical qualification, 28 by universities 
and other licensing bodies, 10 representing medical corpora- 
uons and 18 representing universities, and 11 members were 
elected by the profession resident in England and Wales, 
Scotland, and Ireland. 

Part Il dealt with the medical education and registration 
of persons qualifying in the three countries. The primary 
task of the Council was that of creating or sustaining a 
sufficiently high standard of medical education in these 
islands, and the Council, he thought, could take some credit 
for the great advances which had been made during the 98 
years since the Act of 1858. 

Part ILL dealt with the registration of Commonwealth 
and foreign practitioners. A welcome amendment clarified 
the powers of the Council to register additional qualifica- 
tions granted in medicine or surgery in a Commonwealth 
or foreign country with which reciprocity existed. Such 
a qualification could not in itself give a title to regis- 
tration, because it did not attest proficiency in all three sub- 
jects of medicine, surgery, and midwifery, but it should be 
registrable in the same way as a higher medical or surgical 
diploma in this country. The Council had in fact for many 
years registered such additional qualifications in the Com- 
monwealth List when asked to do so, but the new Act 
explicitly empowered the Council to register “ further 
qualifications” granted in Commonwealth or foreign 
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countries to persons registered in either the Commonwealth 
or United Kingdom list. 

Part IV of the Act set out some of the privileges which 
followed registration, Although important, they were only 
a small part of the whole body of privileges which Parlia- 
ment had conferred on the registered practitioner. This 
Part of the Act prohibited an unregistered person from using 
the courts for the recovery of his charges, from holding 
any medical appointment in the armed Forces, hospitals 
(unless maintained wholly by voluntary contributions), 
prisons, other public establishments or institutions, and 
from giving a valid sickness or death certificate An un- 
registered person who wilfully and falsely represented him- 
self as registered was liable on conviction to a fine not 
exceeding £500. Under other Acts of Parliament the un- 
registered person could not possess or supply dangerous 
drugs, treat venereal disease, or practise under the National 
Health Service Acts. In the aggregate these provisions 
constituted a considerable body of privilege reserved tor 
the qualified and registered practitioner 

Part V brought together in a convenient form the existing 
provisions contained in the Acts of 1858 and 1950 regarding 
the disciplinary powers and procedure of the Council. Parts 
Vi and VII dealt with the Registers and required the Counci! 
to publish from time to time new editions of the British 
Pharmacopoeia. The Act concluded by repealing, with 
insignificant exceptions, the whole of the previous legisla- 
tion concerning medical education, registration, and dis- 
cipline. The most recent were enacted in 1950, and the 
earliest in 1540, when the Physicians Act was passed which 
exempted the president and fellows of the Royal College 
of Physicians in London from “keeping any watch or 
ward ™ or being chosen “ constables ” in the city or suburbs 
of London 


Other Work of the Council 


Sir David Campbell then referred to some of the 
Council's other activities. It was four years, he said, since 
the Council published the first edition of the list of hos- 
pitals in the British Isles approved for the house officer 
service under the Medical Act, and two since the second 
edition was published. A new list was published at the 
beginning of November, which revealed a net increase since 
October, 1955, of 7 approved hospitals. The number of 
recognized posts had increased in medicine and its special- 
ties by 23 


in surgery and its specialties by 23, and in 
midwifery by 7. There were now 749 approved hospitals in 
the British Isles with 1,273 medical posts, 1,542 surgical 
posts, 370 midwifery posts, and 23 which provided mixed 
experience 

The President referred to the relative growth of the 
Commonwealth List. In 1938, out of 2.365 new registra- 
tions, 277 were registered in what is now the Commonwealth 
List; in 1956, out of about 3,000 new registrations, 700 
were from the Commonwealth. These figures did not in- 
clude those granted provisional or temporary registration 


Committee Business 
The Registration Committee dealing with the registration 
of Commonwealth and foreign practitioners reported the 
introduction of a scheme of compulsory internship in South 
Australia, under which practitioners were not permitted to 


practise independently until they had served as resident 


medical officers for 12 months in an approved hospital or 
institution. The Committee recommended that persons who 
held recognized diplomas granted by the University of 
Adelaide, and who produced a certificate of hospital ser- 
vice given by the Medical Board of South Australia, should 
be regarded as having had the experience specified in Section 
4 of the Medical Act 

Dr. H. Guy Dain, chairman of the Pharmacopoeia Com- 
mittee, reported on the work of the British Pharmacopoeia 
Commission. Amendments to the monograph on sterilized 
surgical catgut in respect of the raw material and packing 
were issued with effect from October 12, 1956. 


Dec. 8. 1956 
Certificate of Satisfactory Service in Approved 
Hospital Post 

The Council next considered a letter from the British 
Medical Association regarding the certificate of satisfactory 
service In 4 pre-registration hospital appointment. The 
responsibility for issuing the certificate rested nominally 
with the hospital management committee, but in practice 
it was given or withheld on the evidence of the member 
of the consultant or specialist staff under whom the prac- 
titioner had worked, and whose name must appear on the 
certificate. There was no appeal. In the absence of criteria 
of what constituted satisfactory service, the Association 
regarded the present position as unsatisfactory, bearing in 
mind the serious implications which the withholding of a 
certificate might have. The Association suggested adding 
to the existing rules that when a consultant felt unable to 
give a certificate the matter should be referred to the hos- 
pital medical committee, on whose recommendation the 
hospital management committee should act, and that when 
the hospital medical staff committee endorsed the decision 
of the consultant a full statement of facts should be 
forwarded to the authorized officer of the licensing body 

Another point made by the Association was that there 
was no obligation on the employing authority to warn a 
house officer if there was a likelihood of his service being 
regarded as unsatisfactory. although the Ministry of Health 
in 1952, recommended that this should be done This 
warning was not given in two instances brought to the 
notice of the Association, and the Association felt that it 
should be obligatory on the hospital management com 
mittee, acting on the advice of the appropriate member of 
the staff, or on appeal to the Medical Advisory Committee, 
to warn the house officer in writing as soon as doubt arose 
about the satisfactory nature of his services 

The PRESIDENT said that this was not really a matter for 
the General Medical Council. All that the Council could 
do was to draw the attention of the Ministry of Health to 
the recommendations which had already been made that 
notice should be given to any person likely to be an un- 
satisfactory resident that he was in danger of not getting a 
certificate of fitness 

Dr. |. D. Grant said that the British Medical Associa- 
tion was particularly anxious that these young practitioners 
should be safeguarded A young practitioner should not 
be at the mercy of his particular chiet He would be 
grateful if the Council could request the Ministry to re- 
iterate the advice already given. 

After further discussion, in which Dr. O. C. Carter and 
Dr. J. A. Brown supported Dr. Grant, it was agreed that 
the correspondence should be sent to the Ministry of Health, 
with a suggestion that it might be advisable to circulate 
the hospitals again 


PETROL RATIONING 


The Ministry of Fuel and Power has agreed, following 
suggestions from the Association, that there should be 
medical liaison officers in the centres in which the regional 
petroleum offices are situated The Association has 
appointed a medical liaison officer to each regional 
petroleum office for the purpose of advising the regional 
petroleum officer in cases of difficulty concerning claims for 
supplementary petrol received from medical practitioners in 
connexion with their work outside the National Health 
Service. 


The Minister of Pensions and National Insurance has appointed 
Sir Ifor Evans. Provost of University College. London, to 
succeed Sir Will Spens as chairman of the National Insurance 
Advisory Committee from January 1, 1957. The Committee ts 
an independent body set up under the National Insurance Act, 
1946. to advise and assist the Minister on the operation of the 


National Insurance scheme and to report on proposed regulations 
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POLITICS AND MEDICINE 


M.P. AT DIVISION MEETING 


As a result of a wish expressed by Mr. R. Horney, Member 
of Parliament for the Tonbridge Division, to hear at first 
hand doctors’ views on the Health Service, a meeting of 
the Tunbridge Wells Division of the B.M.A. was held on 
November 25. Together with Mr. Hornby, some 70 doctors 
and their wives were present, and Mr. J. E. H. CoGan was 
in the chair 

Mr. J. H. Maver gave the view of the hospital medical 
staff. He instanced several causes of discontent in the Ser 
vice, in particular overcentralization of administration, the 
Status and remuneration of S.H.M.O.s, and the enormous 
increase in hospital attendances without any increase in ac- 
commodation or staff. The promise of adequate remunera- 
tion according to the provisions of the Spens report had not 
been fulfilled. “The profession now feels a pawn in the 
political game.” he said, “and what we want back is our 
independence and freedom from Government control.” 

Speaking for general practitioners, Dr. A. E. LODEN said 
it was good that financial worry should be removed from 
the patient. The majority of patients were co-operative and 
the Health Service did not interfere with the doctor's free- 
dom of treatment. But in his view there were three funda 
mentally bad faults in the Service—a third party intervened 
between patient and doctor; there was a weakening of the 
doctor-patient relationship; and the system encouraged 
patients to complain. The N.H.S. had resulted in overall 
overwork and a fall in quality of work. These were brought 
about by the need to live 

The Government's remedy was to increase the cost of 
prescriptions and to freeze the cost of medical labour. Dr 
Loden advocated that medicine should be taken out of 
politics altogether. He said that there should be payment 
of doctors by item of service on the lines of the Australian, 
New Zealand, and Swedish schemes The Government 
should refund the patient direct for his medical costs. It 
would then have the electorate to deal with, not just a hand 
ful of doctors. All the doctors had to sustain them in their 
work now were a sense of vocation and the support of their 
wives. 

Dr. J. W. Craweorpb, medical officer of health, and Mrs 
Muriet LEMERLE, a doctor's wife, also spoke. 


PRESCRIPTION CHARGE REFUND 


According to a Ministry of Health statement, the procedure 
for refunds on prescription charges has been made easier 
Those who want to claim a refund should ask the chemist 
for a receipt. Persons receiving national assistance «cr those 
needing treatment for war disabilities will be able to get a 
refund at once by presenting the receipt at any post office, 
instead of waiting until they draw their allowance or pension 
Anyone else who claims hardship can get a special leaflet 
from the chemist which, after the name and address have 
been added, can be posted with the receipt to the National 
Assistance Board, which will then get in touch with the 
applicant direct. People in rural areas who get their medi- 
cine from the doctor are asked to get receipts and leaflets 
from him 


HOSPITALITY 


Suitable holiday accommodation, preferably in North Wales 
or Lake District, is required for three children of a doctor 
serving in one of the colonies. The children, two boys and 
a girl, aged Ii, 12, and 14, are being educated in boarding 
school in this country. 

Would anyone interested please get in touch with 
Brigadier H. A. Sandiford, International Medical Visitors 
Bureau, B.M.A. House, Tavistock Square, London, W.C.1. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
ashe to heep their letters short 
Medicine and Politics 
Six, -Your leading articles of the past few months, 
especially those of November 3 (p. 1043) and 17 (p. 1165), 
have given an excellent review of the social and economic 


iffecting the May I add a few 


thoughts on some implications 
Some of correspondents have mentioned the possi 


bility of withdrawal of 


factors remuneration issue 


your 


professional services, in whole o1 


part There is probably no proposal which would pro 
duce more certain division of professional opinion lo 
avoid such a contingency we must therefore have an alter 
native scheme ready to put before the nation and to which 
at least a majority of doctors are agreed they will transfer 
their service on a fixed date. We must aim to provide a 
service better than the present one and at the same time 
have as our object the removal of decisions on organization 
and tinance from the realms of politics 

The Edinburgh general practitioners remarked on vari 
ous important points (Supplement, November 10, p. 181) 
The small contribution (10d. per week per person) which 
the National Health Service receives from the weekly insur- 


which only 84d. is paid by the contri 


ince Stamp, and of 

butor, must really be given wider publicity. For 36s. 10d 
an imsured contributor, with his wife and family, receives 
medical attention for a whole year. Only a handful of 
working adults spend less per month on tobacco, alcohol, 
pools, and entertainment, and the sum is littke more than 
half the cost of a television licence. Should we not make 
it plain to our own patients that, in spite of the large 
Exchequer subsidy, it is only possible to provide a very 
uverage service for that kind of relative payment? The 


plight of the small-list doctor is pitiable as he struggles to 
give good service, often to a scattered community in which 
he is held in high regard. On the other hand, a majority 
% both general practitioners and specialists feel that they 
nore than the optimum number of patients in a day 


The defects of payment solely or mainly by capitation 
fee are well known, and, while such methods remain, any 
salary claim made by the profession will always be subject 


to comparison with other claims on the Treasury This 
may mean that our claim is being measured against the 
necessity for a new atomic power station, a Forth road 
bridge, an adjustment in the agricultural subsidy, or even 


the question of how much should be spent on an alterna- 
tive television programme. It has just been announced that 
the Government intends to spend some £32m. on university 


buildings in the next three years. This seems a laudable 
ind indeed essential scheme for our future national pros- 
perity But to admit that is also to admit that we are 


tackling too much too quickly and that if we require that 
the above projects be pursued without concomitant neglect 
health services, then the private 
larger weekly sum. As _ the 
indicated, the proportion of 
the gross national product spent on the National Health 
Service fell from 3.75 in 1949-50 to 3.24 in 1953-4 
Clearly, to increase the contributions would be reasonable 
But to propose such an increase is political dynamite, and 
only an imminent breakdown in the Service would persuade 
either political party to reintroduce the subject. Meanwhile 
4 position either to combat or to 


and deterioration of the 
citizen 


Guillebaud Committee 


must contribute a 


report 


the profession is not in 
attempt to combat the rising cost of living 

Quite obviously the suggestion that the Service should be 
removed from the realm of politics means that much of the 
bureaucratic control and remuneration policy in relation to 
the profession must pass from the Ministry of Health con- 
trolled by the Treasury. It would seem essential to investi 
gate the financial structure of an alternative nation-wide 
health service. This might obviously be organized in vari- 
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independent corporation, as mentioned 
as a privately financed insuran 


ous Ways as 


by other contributors, 01 


scheme, say under the aegis of one or more of the la: 
industrial insurance companies. Could they calculate 
an actuarial basis the services which might be provided 


for. sav. a weekly contribution of 5s. or a multiple the 


by anvthing from one to twenty million individuals, ass 
ing (1) that the State subsidy ceased, or (2) that it contin 


in part? From such information a better service b 
from the patients’ and the doctors’ point of view c 
surely be evolved The organization of the former frien 


societies could be resurrected and used as a basis for th 
distribution of benefits and tees The British United Pro, 
dent Association might also supply invaluable informat 
on the organization used in the collection of subseriptio 
and the payment of hospital and specialist fees. [| unde 
stand that similar schemes are widely used in Switzerland 
While alternative insurance schemes 
being carried out, | would suggest that a small 


investigation of 
committe 


be appointed to examine the medical services in othe 
representative countries -such as Australia, New Zealand 
Sweden, and Switzerland -and to detail their opinions on 


each This would be most 
easily accomplished it, representatives visited each 
country concerned on this specific mission A should 
ind correlate the information, draft details 
obtain national medical opinion 


ind defects ol 


Say. two 


the advantages 


yeal 


suffice to obtain 


of possible schemes, and 


Progress then depends upon the determination and unity 
of the profession. On such a basis it should be possible 
to produce a scheme far excelling the present National 


Health Service, and this fact alone should ensure the initial 
success which would be all-important 

Medical remuneration should be related not 
general professional earnings in this country (which are in 
difficult to determine owing to the 


only to 


case increasingly 


any 
expense account and “ perks.” which vary from the pro 
vision of houses and cars to the payment of school and 


fees), but to medical earnings and standards in 
Dominions. The 
and 


university 
the Western democracies and the 
emigration of frustrated senior 
general practitioners makes it obvious that they 
risks of the unknown to the restrictions and frustrations of 
home. It is most unlikely that there will ever be a shortage 
of doctors. No matter the degree of inflation, there will 
always be those who regard £2,000 per annum as untold 
wealth, and there is no job in the world which someone will 
not do for a little less money and with a little less skill. It 
is hardly point out how short-sighted is the 
continuance of such a policy in relation to both our present 
and future needs As you remark, Sir, in your leading 
article of November 3, we “ might well look at the N.H.S 
as a whole to see if indeed it is such as to attract suit 
able recruits, is such as to give Britons the best possible 
medical service and British dogtors the best possible ch inces 


Steady 
registrars assistant 


prefer the 


necessary to 


of providing it. It is evident that many doctors do not 
believe it does in the conditions of te-day.” | would sug 
gest, Sir, that they do not believe it because they know th 


their professional standing has fallen since 1948 in relation 
to independent lawyers, architects, and clergy. And one of 
the reasons is quite simply the intervention of a third party, 
the State, into the contract, with the consequent weakening 
of that contract and of the personal identity of interest 


beween patient and doctor. Our paramount duty is to 
revive these intangible attributes of our profession.—I am, 

Worcester Joun C. Woop 


Senior Registrars and Consultant Appointments 

Sir, -Clearly labouring under a sense of grievance, Mi 
Robin Burkitt, in his letter (Supplement, November 24, | 
199), cannot be allowed to make an allegation about the 
motives of part-time consultants without bringing forth the 
comment that he is not only incorrect but unjust. | cann 
think that there are any consultants, and certainly not thos 
who are members of the Central (¢ onsultants and Specialist 
Committee, who do not appreciate the plight of time-expired 
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semior registrars and who are not working to try and solve 
their problems. A great deal of the time of this committee 
is spent in trying to suggest a remedy. 

Also it is not only members of hospital staffs who serve 
on the Central Committee but those who attend the regional 
and more peripheral committees who are dissatisfied with 
the status quo and are striving to improve it. I would refer 
Mr. Burkitt to the reports of the Central Consultants and 
Specialists Committee and to the bulletins of the Committee. 


I am, ete., 
IT. HOLMES SELLORS, 


Chairman 


Lond Central Consultants and Specialists Committee 


N.W.1 


Remuneration of S.H.M.O.s 


Sir, Dr. J. H. Thomas's letter (Supplement, October 20, 
p. 164) has brought to the fore once again the present 
iniquitous position of the S.H.M.O.s from a financial point 
ot view. The qualifications and requirements for obtain- 
ing an S.H.M.O. appointment are virtually the same as for 
a consultant and there is little difference in the work done 
Can the salary differences, as shown by Dr. Thomas. be in 
any way justified It is stated that the consultant supervises 
the S.H.M.O., but no one has vet been able to define what 
is meant by this supervision, and some authoritative state- 
ment on this matter is long overdue. It is not infrequent 
nowadays to find the consultant less well qualified than his 
S.H.M.O. colleague, and supervision under such circum- 
stances in clinical matters is often embarrassing to both. 
The claim ot the S.H.M.O.s for a salary increase to 80 
of that of the consultant is reasonable and just, and full 
support for this claim should be given in all responsible 
quarters.--I am, etc., 

O. D. Beresrorb. 


Bournemouth 


Increased Prescription Charge 


Sir, -l wonder if any member of the profession cognizant 
of the amount of medicine swallowed daily by the in- 
habitants of this country thinks as | do—that almost any 
action which might reduce that quantity is a matter for 
praise rather than blame.—lI am, etc., 

Selling. Kent C. Max PAGE. 

Sir.-Can it be explained why there should not be a 
general exemption of all old-age pensioners trom the inci- 
dence of this irritating and unjust tax The simple produc- 
tion of a pension book should suffice. 

For doctors who do a little dispensing, few tasks could 
be more distasteful than the extraction of reluctant shillings 
from the aged poor who totter into one’s surgery Most 
of them have not secured exemption or have failed to apply. 
Few doctors, I suspect, untrained as tax-gatherers, have the 
heart, time, or patience to persist in this thankless and 
usually unavailing task. But the monthly quota. arbitrarily 
assessed. must reach the executive councils.—I am, ete., 

Chesterfield A. H. Driver. 

Sir. -I believe the introduction of this extra charge on 
prescriptions will cost the Government a lot of votes at the 
next election. and I am sure it cannot afford to be profligate 
Our Government has done such a lot of right things, in such 
a wrong wav. that one longs to sack its experts and advisers 

How simply it could have been done that chemists could 
have been advised to dispense only the first two items on a 
prescription, and that the medical practitioners could have 
been notified of this.—I am, etc., 


Haydon Bridge RICHARD BELI 


Sir. -I' notice that in “ Medical Notes in Parliament 
(Journal, November 24, p. 1246) you omitted to mention 
the Parliamentary question and reply regarding prescrip- 
tion charges for colostomy patients As this is an issue 
which concerns more of my patients who are chronically 
ill than any others, I think your attention should be drawn 
to the fact that the Minister quite obviously had no idea of 


what colostomy patients require, in that he stated that 
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colost6my apparatus was supplied by the hospital. In the 
E.C.N. 216, appendix |, all that is mentioned is that 


colostomy apparatus replacement complete and spare plastic 
bags should count as two items and incur a charge of 2s. 
This is not taking into account the almost weekly require 
ments of cotton-wool, petroleum jelly, gauze, and cellulose 
wadding, which, presumably, would come to four extra 
items .¢., 4s. per week for each colostomy patient 

The Medical Practitioners Union has managed to issue a 
circular to all M.P.s regarding these charges. Surely the 
B.M.A, could have done the same —I am, ete.. 

London. W.C.1 J. L. MeCattum 


Professional Cohesion 


Sik.—lIn a trenchant leading article Journal, November 17, 
p. 1165) you remark that it is no service to the profession 
to withhold critical and honest comment on the contem- 


porary medical scene. The time, therefore, seems ripe for 
discussion of present-day prospects in general practice 
In this connexion there has appeared a report entitled 


* Unemployment and Under-employment in the Medical Pro- 
fession * (Supplement, September 15, p. 127) by the medical 
director of the Medical Practices Advisory Bureau of the 
B.M.A. The gist of this article seems to be that everything 
is all right--anyway, no worse than at a previous review 
exactly 12 months earlier in 1955—and the position is 
reported to be stable 

This is incorrect. First, despite the all-embracing title ot 
the report, the question is roundly contradicted in the second 
paragraph, where the author states that inquiries were limited 
to 947 doctors registered at the Bureau, and so “ concerned 
a selected group which can in no sense be regarded as a 
cross-section of the whole profession.” With an annual 
average over the last ten years of 2.855 new names added to 
the Register the relative smallness of the sample surveyed is 
apparent. The medical profession does not stop at 947 men 
registered at the Bureau, but includes, of course, thousands in 
hospital practice. Here one can do no better than quote a 
member of the Council of the B.M.A., speaking at a recent 
Branch meeting, who said that there was hardship among 
many of the younger doctors, and who pointed out the plight 
of the young consultant who had to wait until he was 35 
before getting an appointment and had to retire at 65. 

But to return to general practice and the answers of the 
doctors circularized ; compared with one year previously 
there is a sizable decrease of doctors who are satisfied with 
their present employment, a small but definite increase in 
those totally unemployed, and most significantly a greater 
increase in doctors working in posts classified as “ dead-end 
jobs “—i.e., assistants without views, locums, and appoint- 
ments outside G.P. (e.g., registrars). In short, the director 
states that, of a group of doctors who have chosen general 
practice as a career, there were in 1955 some 25°, and in 
1956 there are some 30% who have spent too long in the 
interim stages. Not only, therefore, have we not reached 
stability, but we are on the brink of complacency. 

One has only to look round to see that the impetus given 
in 1952 to the promotion of new partnerships is pretty well 
spent: that to succeed in practice by self-establishment with 
an initial practice allowance one needs a bank manager with 
a highly philanthropic outlook: that it must be difficult for 
helpful advice to be given to prospective entrants to general 
practice, even by the Bureau itself, for whose past services 
many of us have reason to be grateful. 

Increase in day-to-day—or rather month-to-month —pay- 
ments is certainly a large part of the answer. The full 
payment of compensation, which since 1948 has so be- 
devilled relations between established and aspiring practi- 
tioners, might also transform the situation, and, with the first 
superannuation payments expected in 1958 and the sub- 
sequent chances of retiring for senior members so willing, 
there may well be a little more elbow room in the profession. 
We should note, however, that in our just and increasingly 
urgent claim to the Government for more remuneration the 
B.M.A. has stressed the desirability of maintaining the social 
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of medical pr iclice is is the cconomirc 
nent, July 28. p. 75). Further, in the report to the Willink 
Committee on medical manpower (Supplement, September 
‘2, p. 133), the Association has taken the view that during 
Ine next ten years an increase in the numbers of general 
practiioners will be necessary These two admirable and 
now flicia imbitions can only be made reality by a more 
quable sharing of present and future work. Finally, it was 
particularly refreshing to read in the director's report that 
paragraph referring to the almost complete change of persors 
n succeeding years among the group of doctors unfortun- 
itely unemployed, and his remarks in defence of those so 
mslabelled unemployable. am, etc 


Romford, Essex R. M.S. 


Criticism of Health Service 


Sir, Edinburgh doctors (Supplement, November 10. p 
181) have called the National Health Service fair neither 
to patient nor doctor There is litthe doubt the present 
Minister considers his predecessor made a bad bargain 


with the medical profession and that even if he grants the 
present remuneration claim he can be expected to take the 


earliest opportunity of renouncing his predecessor's agree 
ment 

Edinburgh has given vocal expression to an opinion that 
1] think is becoming widespread: that failure to honour 


Spens will reopen not only the remuneration issue but every 


other issue between the Minister and the profession about 
which an uneasy truce has been held since 1948. If Dr. A 
Beauchamp is correctly reported (Supplement, November 


17, p. 188), rumours of these murmurings have even reached 
Council 
If the Minister 


nt, let him 


his agree 
of 


is unable to afford to honour 
to hide behind the smoke-screen 
Guiilebaud and negotiate a radically amended Health Ser 
vice With our emght of the present Act 
we could advise him how to provide a Service fair to patient, 
doctor, and State which would be so much cheaper that the 
£5,000,000 saved by the pettifogging prescriptions charges 
would be mere chicken-feed I am 


me cease 


years experience 


esc... 


Wolverhampton Ropert S. V. MARSHAL! 
Association Notices 
Diary of Central Meetings 
Dict MBER 
1! Tues Regulations and Standing Orders Subcommittee, 
Organization Committee, 2.30 p.m 
Il Tues Board and Lodging Subcommittee of Whitley 
Committee B (at 14, Russell Square, London, 
W.C.), 4.30 p.m 
I> Wed Alternative Edition Subcommittee, Joint Formu- 
ary Committee, 10 a.m 
12 Wed Ethical Review Subcommittee, Central Ethical 
Committee, 10.30 a.m 
12 Wed Emergency Call Subcommittee GMS. Com- 
mittee, 11 a.m 
12 Wed Central Ethical Committee, 2 p.m 
12 Wed Physical Medicine Group Committee p.m 
1? Wed Practice Accommodation Subcommittee, G.M.S 
Committee p.m 
> Wed Committee (¢ Medical Whitley Council (at 14, 
Russell Square, W.C.), 2.45 p.m 
Thurs. Special Propaganda Subcommittee, Organization 
Committee, 11 a.m 
} Thurs Subcommittee on Future of Ophthalmic Services 
Joint Subcommittee of Ophthalmic Group Com- 
mittee and Faculty of Ophthalmologists, 
11.30 a.m 
13) Thurs Journal Committee, 2 p.m 
13 Thurs Constitution Committee, 2.15 p.m 
13 Thurs Distribution Subcommittee of Medical War Relief 
Fund, 2.15 p.m 
4 Fr Ophthalmic Qualifications Committee, 1.30 p.m 
i4 Fn Ophthalmic Group Committee, 2 p.m 
19 Wed Council, 10 a.m 
20 Thurs. G.M.S. Committee, 10.30 a.m 
20 Thurs. Study Leave Subcommittee, Central Consultants 
and Specialists Committee, p.m. 
28 Fri Assistants and Young Practitioners Subcommittee, 


G.M.S. Committee, 2 p.m. 
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Branch and Division Meetings to be Held 


AND Miup-Sussex Diviston.—-At Hotel Metropole 
Bright Friday. December 14, 8.30 p.m. to 2 a.m. B.M.A 
inmnual ba 

CHESTERFIELD Divtston At Walton Sanatorium riday, 
December 14, 8.45 p.m., meeting Lecture by Mr. D : 
Robertson Recent Advances in the Treatment of Peri; 

Va lar Disease 

Coventry Diviston At Hotel Leofric, Thursday, Dec 
13, 7.18 for 7.48 p.m., Ladies’ Night. Dinner and dance 

CrRoYDON DIVISION Ai 43, Wellesley Road, Crovdon, 
December 11, 8.30 p.m., general meeting. Address by Mr. J. ¢ 
Mil Pregnancy Toxacmia—a National Problem.” 


Doncaster Diviston anp Doncaster Mepicat Sociery 


Danum Hotel. Doncaster, Tuesday, December 11 1) p 
dinne Dr. J. A. L. Vaughan Jones: “* Rehabilitation 

bast Kent Division At Chez Laurie Restaurant, Than 
Way. Herne Bay, Thursday, December 13, 7.30 p.m., dinn 
8.45 p.m. Mr. G. C. Knight: “ Head Injuries.” 

East Yorksuire Brancu.—At Quern House, 68, Park Stree 
Hull, Wednesday, December 12, 8.30 p.m., meeting. Lecture by 
Dr. D. Taverner: “ Recent Developments in Epilepsy.” 

ENFIELD AND Portrers Bark Diviston.—At Southbury Road 
Clinic, Friday, December 14, 8 for 8.45 p.m., meeting. Lecture 
by Dr. Karel Bobath: “ Early Diagnosis of Cerebral Palsy ’ 
(illustrated by slides and films). Health visitors and other mem 


bers of the staff of local health authority clinics are invited 
FURNESS Diviston At Old England Hotel, Windermere, Fri 


day, December 14, 8.15 for 8.45 p.m., annual dinner-dance 

GRIMSBY DIVISION At Board Room, Grimsby General Hos- 
pital, Tuesday, December 11, 8.30 p.m., meeting Lecture by 
Dr. Robert Forbes: “ Recent Developments in Medical Litiga 
tion.” Members of the legal profession are invited 

Hampsteap Division.—At Westfield College, Orchard Block, 
Kidderpore Avenue, Saturday, December 15, 8.30 p.m., cocktail 
party. Guests are invited 

Harrocare Diviston.—-At Board Room, Royal Bath Hospital! 
Harrogate, Friday, December 14, 8.30 p.m., general meeting. 

Hendon Division.—At Hendon Way Hotel, London, N.W., 
Tuesday, December 11, 7 p.m., dinner; 8.45 p.m., meeting. Dr 
W._R. Bett An Alcoholic Excursion Through the Ages.” 

Iste of WiGur Diviston.—At St. Mary's Hospital, Newport, 
Sunday, December 9, 3 p.m., meeting Mr. D. P. Burkitt 
Illustrations of Some Unusual or Advanced Surgical Cases 


from Uganda.” 

KINGSTON-ON-THaMesS Division.—At Nurses’ Home. 
Hospital, Tuesday, December 11, 8 p.m., meeting. Address by 
Dr. W. P. H. Sheldon: “ A Review of Some Common Disorders 
in Paediatric Practice.” 

LeiGu Diviston.—At Courts Hotel, Church Street, Leigh, Tues- 
day, December 11, 8.30 p.m., meeting. Address by Dr. R. M 
Forrester: “* Haemolytic Disease of the Newborn and its Compli 
cations ” (illustrated by slides) 

LewisHam Dtviston.—-At Lewisham General Hospital, High 
Street, St Tuesday, December 11, 8.30 p.m., meeting. Dr 
P. R. Evans and Dr. P. E. Polani will discuss “ Cerebral Palsy. 
Members of Greenwich and Deptford Division are invited 

Mip-Herts Division.-At Golf Club House, Hammonds End, 
near Harpenden, Friday, December 14, 8.30 p.m., annual dance 

Nortu-east Utster Diviston.—At Board Room, Route Hos- 
pital, Ballymoney, Tuesday, December 11, 9 p.m., meeting. Lec- 
ture by Mr. T. B. Smiley: “* Cardiovascular Surgery © (illustrated 
by slides). Short film: “ Mitral Valvulotomy.” 


NortTHERN TRELAND BRraNcH At Orpheus Ballroom, Belfast, 
Thursday, December 13, 8 for 8.30 p.m., dinner-dance 

ReapinG Diviston.—At Royal Berkshire Hospital, Friday 
December 14, 8.30 p.m., meeting. Lecture by Dr. E. E. Claxton 
(Assistant Secretary, B.M.A.): “ Report of B.M.A. Committee 
on Homosexuality and Prostitution.” 

Rocupate Division At Turner Hall, Birch Hill Hospital! 
Rochda'e, Monday. December 10, 8.30 p.m., meeting. Address 
by Dr. W. R. S. Doll Ihe Mortality of Doctors in Relation 
to Their Smoking Habits.” Medical colleagues are invited 

ScarporouGH Division.—At Pavilion Hotel, Scarborough, 
thursday, December 13, annual dinner. 

SoutH BeprorpsHiRE Division At Warden Tavern, Luton, 


Wednesday, December 12, 8 for 9 p.m., annual general meeting 

Swansea Division.--At Osborne Hotel, Langland, Thursday, 
December 13, 7.30 for 8 p.m., dinner lecture. Address by Dr 
Macdonald Critchley: “ The Medical Aspects of Boxing.” 

TunsripGge Wetts Diviston.—-At Kent and Sussex Hospital 
Tunbridge Wells, Wednesday, December 12, 8.30 p.m., meeting 
Dr. Reginald Lightwood: “ Home Care for Sick Children.” 

WARRINGTON Division.—-At Swan Hotel, Winwick, Wednesday, 
December 12, 8 for 8.30 p.m., Christmas dinner. Guests are 
invited 

West Herts Diviston.—At Shrodells Hospital, Vicarage Read, 
Watford, Friday, December 14, 9 p.m., joint meeting with Wat- 
ford and St. Albans Branch of the Pharmaceutical Society 
B.M.A. Lecture by Dr. J. B. Randell: “ Tranquillizers.” 

WiGan Diviston.—At Lewis's Restaurant, Wallgate, Wigan. 
Thursday, December 13, 8 p.m., meeting. Address by Mr. R. A. 
Hughes: “The Continuing Relationship of the Church to the 
Medical Profession—The Experience of a Medical Missionary.” 


a 
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eee’ Safety, simplicity and digestibility in 


«\INFANT FEEDING 


, > Safe—Libby’s Evaporated Milk is fresh cow's milk concentrated, 
ae sealed in cans and sterilized so that it remains sweet and safe in- 
definitely. It cannot cause diarrhoea or other digestive symptoms 
... “A due to bacterial contamination. 


Simple—in making the formula, no boiling or straining of the 
milk is required. It is prepared simply by adding boiled water and 
_ granulated sugar. 
~ Easily Digested —Digestibility depends upon low curd tension and 
small curd particle size.—The sterilization by heat of Libby’s Milk 


7 is far more effective than is boiling in lowering curd tension. 
Please send for BUT curd particle size is an even more important index of digesti- 
the booklet bility than is curd tension, as shown by Doan and co-workers in the 


Lnited States. Libby's Evaporated Milk, reconstituted with water 


and curdled with rennin, which approximates conditions 
Infant Feeding occurring in the infant’s stomach, remains liquid with suspension 
with Evaporated of extremely fine curds, similar to human milk, and much finer 
Milk’. than curd from boiled or any other kind of cow’s milk. 


Photomicrographs showing com- 

parison of curds from 

A —Human Milk 

B—Libby’s Evaporated Milk 
mixed with 14 times its vol- 
ume of water 

C —Pasteurized Milk. 

Each specimen was curdled by 

the addition of rennin. During 

the precipitation the milks were 

Stirred constantly to simulate 

conditions in a baby’s stomach. 


Libby's Infant 
Feeding Department 
welcomes enquiries 


LIBBY, McNEILL & LIBBY LTD., Forum House, 15 & 16 Lime Street, London, E.C.3 


Full Cream 
Evaporated 


you have to provide for your 
own retirement—here’s a book 


that will help you. 


= 
The last Budget brought good news of tax con- copy from the nearest Y/ 
cessions for those who have to make their own = Northern Office, or from your Insurance 
retirement arrangements. “The Northern’ have Broker, or write to The Northern Assurance 
devised two new plans to make the most of | Company Limited, | Moorgate, London, E.C.2, 


these important new tax reliefs. 


Before you make your own plans, you should You'll be on good terms with 


in vour own interest consult “The Northern’. THE 
Their informative and very helpful booklet 


“Two New Ways to Provide for Your Retire- N RTHERN 
ment” will answer a/l your questions. Get your 
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THE WORLD'S GREATEST BOOKSHOP 


* FOR BOOCKS*s 
ALL YOUR CHRISTMAS 


BOOKS 
STOCK OF OVER 3 MILLION VOLUMES 


QUICK POSTAL SERVICE 
119-125 CHARING CROSS RD.,LONDON, W.C.2 


Gerrard 5660 (20 lines) Open (9 6 inc. Sats.) 
Two minutes from Tottenham Court Road Station 


ELDONCARDS | 


H. M. LANGTON & CO. LTD. 


8 Bloomsbury Square, London, W.C.| 
Tel.: CHANCERY 2071! 
\ Agents of 

= NORDISK INSULINLABORATORIUM 
GENTOFTE, DENMARK 


Ippon ment & To Her Majeat 


Elizaeth Wine Meve'a 


Make their Christmas Complete 


Give a case 
from 


(of “Bristol Milk” fame) 


| 


1956 will be truly 
complete’ for your friends 


Christmas 


if you send them a case from 
Harveys of Bristol All the 
wines in these cases are from 
the famous “ Bristol Milk” 
cellars and their selection has 
been guided by the wine 
wisdom of 160 years. Send 


now for the complete Christ- 


mas Case List, together with 


our illustrated brochure. 


The Case for the 
Connotsseur— 13. 0 


‘A splendid nightcap 
and it's nourishing too!’ 


PORT 
The Directors’ Bin CASE No. for 40. 
very superior 1 towny, dry | bott. Falanda Sherry 
SHERRY superior rich golden 
Bristol Dry, very superior old Fir | bott. Brown Cap Port Bourn-Vita is made 
Be ol horce ull pale d tawny 
sto old f b from malt, milk, sugar, 
Royal Solera CASE No. 3 for 506 coc d s 
superior pale medium rich Bott. > | oa an egg 
gnt pale dry 
CLARET | bott. White Cap Port ~ 


full tawny, dry 


Chiteau Margaux 
ist | botc. Sauternes Supérieur | 


rowth, Morgaux 


WHITE BORDEAU X sleep a! F sweeter 


Chateau Climens 1952, Barso CASE No. 5 for 75. — 
| —_ 
RED BURGUNDY | bott. Bristo! Dry Sher 
Bristol Dry Sher BOURN-VITA 
BEAUJOLAIS bote. The Directors’ Bin Port 
Moulin a Vent very superior old tawny, dry made by CADBURY'S 
rand Ci Je Rochegrés 1952 | bott. Harvey's Réserve 
WHITE BURGUNDY Cuvée Champagne 
Beaune, Clos des Mouches 1953 
HOCK THE “SPORTSMAN'S” CASE 
Eleviller Rheinberg 1953 for 88 - 
eine § | 
CHAMPAGNE 
irrot. extra dr fun | 
Pirro ary bortt. Hunting Port | 
COGNAC fine old tawny 
Denis Mounié, Petit Champagne bott. Golf Blend Scotch Whisky 
Vincage 1926 The 19th Hole"’ (25 u p.) 
* The charges ude carriage and packing inv case will be 
d red to any address in Great Britain in time for Christmas 
he order is received by December 1th 


JOHN HARVEY & SONS LTD 
Founded 1796 


12 Denmark Street, Bristol, |. Bristol! 2-766! 


London Retail Office 
40 King Street, St. James's, S.W.! TRAfalgar 4436 


In cartons 


single tubes 2fr3 4 Doncella 
De 16D] 1 TO each 5 for 84 


ZARVEYS § | 
HARVEYS 
aya | FOR BLOOD GROUPING | 
| 
| | 
& 
ce 
4 
| 
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A cough elixir for the relief 
of coughs associated with the 
upper respiratory tract 


Over many years this elixir has proved to be one of the best of its kind in the treatment 
of troublesome and irritating coughs, and particularly acute and chronic bronchitis 
and cough associated with pulmonary tuberculosis. A 4 grain of Codeine Phosphate 
in each fluid drachm has a mild analgesic effect and also helps to induce sleep. The 
cough reflex is depressed by the action of the Codeine and combined with Terpin 
Hydrate, Menthol and Pine Oil, together with other essential oils, the resulting 
elixir assists expectoration, is distinctly sedative and engenders a warming and 
soothing feeling immediately a dose has been taken. 


ELIXIR OF TERPIN © 


CODEINE 


WOOLLEY) 


FORMULA: Codeine Phosphate B.P., } grain. Terpin Hydras B.P.C., } grain. Menthol B.P., 
< 22 grain. Oil of Pumilio Pine B.P.C., 1.24 minim. Eucalyptol B.P.C., 1.16 minim. Glycerin B.P., 
20 minims. Syrup B.P., 15 minims. Alcohol B.P. 90%, a sufficiency, Flavour and colouy, « sufficiency 
Water to 1 fluid drachm. DOSE: 1 to 2 teaspoonfuls diluted with water. 


POISON “Put. 


Available in bottles containing 10 fl.oz., 20 fl.oz., 40 fl.oz., 80 fl.oz., 8 6, 15 5, £1 8 8, £2 15 - each, less pro- 
fessional discount, quantities of 10 fl.oz. and upwards are Dispensing ‘acks exempt from Purchase Tax. 


JAMES WOOLLEY SONS & CO., LTD., Victoria Bridge, Manchester 3 


in association with J. C. ARNFIELD & SONS LTD., STOCKPORT 


for 
Chronic Discharge of the Ear 


5) 


—and brings you a full 
because 
RYOTOL is lethal to Ps. pyocyanea, Staphylo- e : 
coccus aureus, Proteus vulgaris and Streptococcus Equal to £6.19.2 PER CENT GROSS e 
pyogenes found in C.S.0O.M. and Otitis Externa. @ WHERE THE STANDARD RATE OF TAX OF 8615S @ 
The presence of Ps. pyocyanea has been demonstrated e PAYABLE. 
in 90°, of cases of chronically discharging ears. This e 
gram-negative, highly resistant organism is unaffected & = 
by penicillin, sulphonamides and many other bacteri- e 
cides. It produces abundant pus and is therefore e 
extremely troublesome. BUILDING SOCIETY 
RYOTOL Ear Drops are the outcome of clinical work e 
on humans, following outstanding results obtained in e 
e MAXIMUM SECURITY 
Formula @ Easy withdrawals e 
Monopheny! ether of ethylene glycol 20°, v/v ee @ Income tax borne by the Society 
Phenylmercuric Nitrate 0.1", wiv @ Any amount accepted up to £5,000 
Phenyl-dimethy| tso-pyrazolone @ No depreciation 
in a Stabilised non-irritant base 7 
Samples and literature gladly forwarded on request 25 of pansion 
JUNE 1931—JUNE 1956 
«+ ASSETS NOW EXCEED £4,500,000 
Full particulars from the Secretary e 
STATE BUILDING SOCIETY 
* 28 State House, 26 Upper Brook Street, 
Park Lane, London, W.1. MAYfair 8161 * 
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APPOINTMENTS 
Applicants should state name, address, age, nationality, qualifications, and enclose CLASSIFICATION 
(unless otherwise specified) one copy each of 3 recent ¥ testimonials with short and order of appearance 
statement of experience and appointments held. 
Applications should be sent at once if no closing date is given. Practices 
Canvassing in any form will disqualify. Partnerships 
te SERVICE MEMBERS may have difficulty in supplying recent Ships Surgeons 
testimonials, but this should not deter them from applying Assistantships 
—— Trainee General Practitioners 
A fully registered medica ractitioner who 's liable for National Service must obtain deferment Locum 
f nimen n writing from the Central Medical Recruitment Committee or (in Scotland) - s 
Scoot Central Medical Recruitment Committee before accepting any civilian appomtment ; ~ 
The ; of provisionally registered medica! practitioners who are liable for National APPOINTIMEN Ts 
Service has been made clear in a notice sent to them by the Ministry of Labour and National including pre-registration 
ser ander appropriate specialty headings, as follow 
Anaesthetic Obstetric: 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Anaesthetics stetrics and 
Cardiology Gynaecology 
Registrar Grades, Whole-time 
ft ‘ Casualty Ophthalmology 
(a) REGISTRAR Posts obtained normally not less than two years after registration as a : - > 
nedical pra ner and held normally for two years: £850 per annum in the first year; £965 per Chest and Tb. Orthopaedics 
an < ! and any subsequent years If the post +s resident a deduction of £170 per Dental Paediatrics 
pans made Dermatology Pathology 
ENIOR REGISTRAR. Posts obtained norma!!y not less than four vears after registration . 
us a medical pra ioner and held normally for four vears; £1,100 per annum in the first year; =N. = Psy chiatry 
£1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum Geriatrics - Radiology 
nm any subsequent years. Uf the post ts resident a deduction of £200 per annum is made Infectious Diseases Radiotherapy 
Other Grades, Whole-time Medicine Surgery 
(a) HOUSE OFFICERS Neurology Thoracic Surgery 
r , registered medical practitioners: £425 per annum for the first post held; Neurosurgery t rology 
r annum for the second and all subsequent posts held; 7 
in the following order : 
OV ! it the employing authority (subject in the case of a Hospital Management Committee Consultants, S.H.M.O.s, Registrars, 
tot " st of e Regional Hospital Board) shall have discretion to determine that the remun- Clinical Assistants, J.H.M.O.s, Senior 
, f any officer holding his first post in the National Health Service as a House Officer House Officers, House Officers, Pre- 
. £475 per annum “ atisfied that the officer has held at least one hospital post registrations. 
m sik ™m hs’ duration, involving clinical responsibilities equivalent to 
ose of house pos n the National Health Service and supervised by appropriate specialist siafl ‘ cs 
Fu gistered medical practitioners; £525 per annum for any post held ; Public Health Educational and 
provided that in exceptional circumstances, subject to the consent of the Minister, this rate may Commercial Lectures 
be exceeded by up to £50 per annum where a post cannot be filled otherwise Republic of Ireland Receptionists, etc. 
In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect Oversea Consulting Rooms, ete. 
ot bow vd lodging and other services provided shall be made and each post shal! be tenable University and Accommodation 
for six ont “ 
ih) SENIOR HOUSE OFFICER Posts obtained normally not less than one year (in Research Miscellaneous 
Scotland, two years) after registration as a medical practitioner and normally held for one year Scholarships Agents 
only: £745 per annum. If the post is resident a deduction of £150 per annum is made Notices Homes 
(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- Rates are shown on the Inside Back Cover 
ments but who are not Registrars and who have less responsibility than other hospital officers redinee Aen 
of non-consultant status: £775 (for an officer appointed not less than one year after full registration MEMBERS r ‘opies of >. 
as a medical practitioner) by £50 to £1,075 per annum. If the post is resident a deduction of advertised in ——. . ——- eons by AIR 
£170 per annum is made MAIL The minimum cost rm 3s. per week. which 
ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE ee separate headings additional 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF Advertisement Director, B.M.J 
(21.9 56) 


CHRISTMAS, 1956 GRIMSBY, Lincoinshire PRACTICES (Wanted) 


Applications invited for vacancy, chiefly Urban EXPERIENCED EX-PRINCIPAL (PRE- 
rest approximately sidence 3 Act) Returned from overseas Scot, aged 41 


Advertisement Director by the firse | Clerk fo ie Grimsby Executve Cound. 

postal delivery on . . 
THURS., Dec. 13, for Dec. 22 issue | MIDDLESEX EXECUTIVE councu. | (Offered) 

required house purchase Box PA.2979, MJ 
Premises may be available Apply on Form 


the issues of December 22 and 29 | E.C.16A, before December 15, 1956, to the Cler PARTNERSHIPS (Wanted) 


Middlesex Executive Council, Gloucester House. 


cannot be effected if received in this | Gioucester Gate, London, N.W.! (6532) | PARTNERSHIP OR PRACTICE WANTED. 
office after 4 p.m. on December 14 te 
and 2) res tively. ASHIRE G ENECUTIVE PA 2372. BMJ 
-in-W 
PARTNERSHIP WANTED, 1957. M.B.. B.S. 
British Three years’ hospital experience Ample 
. — . : 2 Applications are invited for vacancy at Burley- capital available for house purchase, etc.—Box 
PRACTICES (Executive Councils) n-Wharfedale (Urban and Rural). List at present PA.2951, BMJ 
1.724 Residence and surecry probably not avail 
For vacancies (except those in Scot'ued) apply on ab for successful applicant Apply on Form 
Form §.C.16A, obtainable from the Executive EC.16A to the undersigned, from whom further SHIPS SURGEONS 
Council. Mark envelope particulars may be btained not later than 
December 15, 1956.—C. H. Stabler, Clerk of the SHIPS SURGEON. PERMANENT APPOINT- 
West Riding Executive Council, §, St John's ment, December 20 Passenger ship Canada and 
LAMBETH North, Wakeficid (6374) USA Voyage 27 days Salary £67 per month 
plus entertaining allowance and fees.—Write 
Deceased ictitioner. mak List at present ap- | Arthur Shaw. Medical Agent, Premicr Buildings 
proximately 2.1% Gussere way | 88. Church Street, Liverpool 
abi ' has Intermediat ur Form PRAC TICES (Exchange) 
» (E.C.16A) available from Clerk, | 
London Executive Council, Insurance Street. W C1. | BIRMINGHAM OUTSKIRTS, LIST 2,760, £3,000 | ASSISTANTSHIPS VACANT 
Cor { ms be received by the ( |} pa... for similar or smalier practice Northampton 
not later than 12 noon on Monday, Decen | Reading, Swindon, of Coventry.-Box PR.361 Box A.2163 thanks all applicants. Vacancy is 
BMJ now filled 


| 
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Assistantships Vacant—contd. 


Box A.2477 would like to thank all applicants. 
fhe vacancy is filled 


Wanted, Assistant, middle January. Western 
Isles Single Driver, with or without car Box 
4.297). BMJ 

Wanted, Assistant, obstetrics experience. 


Married. Car owner R.C. preferred Near Lon 

don Modern house available Salary by arrange- 

ment View possibl Box A.2972, BMJ 
Wanted, Assistant, with his D.R.C.0.G., or 


nicrest and experience of midwifery. Salary £1,000 


plus extras Starting January 1 Box A.2953 
BMJ 

Wanted, before or immediately after Christmas. 
an’ Assistant with a view Car necessary Salary 
t arrangement Modern house entral heating 


garden, rem tree, for six months Compact prac- 
tice in Calder Valley area, six miles from Halifax 

Box A.2984, 

Wanted, experienced Assistant. No view. North- 
West London Car owner Accommodation 
Any nationality Box A 2973, BMJ 

Wanted, Married Male Assistant, with view. 
lanuary North-West suburb Car owner 
Beautiful new house and garage available Salary 
arrangement..-Box A.2961, BMJ 

Wanted, M/F Assistant, car owner, for practice 
fast Dulwich, S.E. London Part full-time No 
view Partly furnished accommodation available 
required Box A.295), BMJ 

Assistant wanted, Derbyshire, January 1. No 
Single Preferably RC Obstetrically ex- 
owner. Salary £1,200 p.a. inclusive 
BMJ 
or female, wanted, london. 
Furnished flat available Good salary and ultimate 
view Box A 29 BM) 

Assistant) wanted for industrial practice in 
Midlands Good experience Week-end rota 
schem Salary bs arrangement Car allowance 

Box A2974, BMJ 

Derbyshire. Assistant, January 1, 1957. Single. 
RC. preferable. Experienced in obstetrics. Salary 
#1.200 per annum inclusive No view Arthur 
Shaw Medical Agent Premicr Buildings 88 
Church Street, Liverpool 

Experienced Assistant, cither sex. single. London 
suburb. Essex. Own car. Commencing salary £1,100 
Nclusive Amp time off Small furnished flat 
ifree). Starting January A.2960. BMJ 

Male Assistant for Midland Partnership. Some 
experience Possible view.-Box A.2958, BMJ 

Married Assistant wanted January 1. Fast 
London suburb partnership. Salary £1,000. Partly 
furnished four-bedroomed house rent free Box 
, 2975, BMJ 


ASSISTANTS AVAILABLE 


Wanted, Assistantship with /without view. Bart's, 
Conjoint, 31° years, English, married, car owner 
Capital available house purchase H.P.. casualty 
R.A.F.. trainee, pacdiatrics, obstetrics.-Box A.2954, 
BMJ 

Wanted Assistantship, with early ew. Ten 
scars’ experience hospital, Army, general practice 
Married, own cat Southern halt England. — Box 
4.77, B.MJ 

Assistantship with view, preferably rural or 
market town, with opportunity to practise genuine 
medicine by King’s (London) graduate Five vears 
qualified, marricd, car owner HS... Obstetrics 
R AM.C Two years GP Available April 
Box A879. BMJ 

Doctor willing to do occasional evening surgeries 
and week-end work. South Manchester, Stockport 
Altrincham, or Macclesfield districts.-Box A.28S4 
BMJ 

Experienced Englishman svailable for morning 

and or visits, Lordon Excelicnt testi- 

Car owner Telephone: FLAxman 2283 
Bart's, registered 1952, G.P. experience, 
12-month part-time post London (ce 


surecries and week-ends), from February 
day attendance post-graduate course Box 
BMJ 


M.B., Ch B. (Manchester), 30, married, car, H.S. 
Obstetrics, 34 years’ GP. secks Assistantship with 
view Box A.2963. BMJ 

Principals requiring Assistants with or without 
view are invited to communicate with us Many 
applicants avaiable No charec Percival Tu 
Medical Agen 25, Maiden Lane, W C.2 
York or near, Assistantship with view. M.B., 
ChB 36, married, car Five vears’ GP Any 
time next six months —Box A.2964, BMJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 
Wanted, Trainee, married male preferred. Cen- 


tral Scotland Furnished accommodation available 
Own car.—Box T.2965, 


Partnership practice. Perth, requires Trainee. 
Live out. Own car. salary.—-Box T.2980 
BMJ 


Trainee, male, single, car owner, live in. Cots- 
wold camntry town Delightful house and garden 
Congenial company. Every amenity.—Dr. Andrews, 
Tetbury. Glos 
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Trainee required, Plymouth. Live out, 
remuncration. Car essenial.—Box T2978, BMJ 
Trainee required, early January, single, 12 miles 
N_ London Car essential Live out Pieasant 
working conditions, £775 plus £150 car allowance 
Box T.2966. BMJ 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 


The names and addresses of advertisers 
using box numbers are held by us in strict 
comidence and cannot be disclosed. Appli- 
canons should be separately enclosed and 
clearly addressed 

Box No 

British Medical Journal, 
B.M.A. House 

Tavistock Square, W.C.1 

All communications are forwarded to 
advertisers under plain cover 


It is not possible for this office to accept 
telephone messages for relay to advertisers. 


LOCUMS (Vacant) 


Locum required December 20 to January 5, one 
partner remaining Indoor Lancs Sixteen 
guineas weekly plus car allowance Box L 2955 
BMJ 


Edinburgh, 8, Elsic Inglis Maternity Hospital 


Locum Obstetric House Officer (Woman) 
required January 1, 1957, for three months 
Applications with full particulars, to Medical 


Superintendent, 21, Hill Strect, Edinburgh, 2 
(6833) 


Lancaster Moor Hospital, Lancaster 
(Regional Mental Hospital) 


Locum Assistant Psychiatrist (S.H.M.O.) 
Locum S.H.M.O. required immediately for several 
weeks Previous psychiatric cxpericnce essential 
Salary according to national scales and at present 
31 guineas per week less residential charges 
Accommodation for single person only Appiy 
Medical Superintendent (6232) 


Leeds Regional Hospital Board 


Whole-time Locum S.H.M.O. in Chest Diseases 
for an initial period of three months for duties at 
Killingbeck Hospital, Leeds, with regular out-patient 
inics at Morley and Garforth Accommodation 
may be made available Whole-time Locum Assis 
tant Orthopaedic Surgeon (S.H.M.O. scale), Dews- 
bury and Leeds Whole-time Locum Consultant 
or SH™M.O. in Psychiatry required for duties at 
Broadgate Hospital, Bevericy. for an initial period 
of three months Applications, stating age. quali 
fications, and details of appointments held (showing 
dates), together with the names and addresses of 
Park Parade 


three referees, to the Secretary 
(6318) 


Harrogate, as soon as possible 


Norfolk and Norwich Hospital, Norwich 


Locum Registrar 
required for EN.T. Department for period Febru- 


ary 11 to May 17, 1987, whilst permanent holder 
of post on study leave Salary £17 10s. per weck 
Ministry of Heatth conditions of service Mem 


bership of a Medical Detence Socicty is a condition 
of appoin:ment Applications, giving full details 
together with names of two referees, to Secretary 
Hospital Management Committee St. Stephen's 
Road, Norwich (6319) 


t 


North Manchester Hospital Mi 


Applications are invited for the post of 
Consultant Locum Radiologist 
The post is immediately available Applications 
with two referees, by December 15, 1956, to Group 
Secretary, Crumpsall Hospital, Manchester (6307) 


Locum Resident Registrar (Anaesthetics) 
required immediately at Chesterfield Roval Hospital 


Remuneration £17 10s. per week Apply to Secre- 
tary. Shefficid Regional Hospital Board, Old Ful- 
wood Road, Shefficid. naming two reterces (6320) 


Sheffield Regional Hospital Board 


Locum Registrar (Pathology) 
required at Doncaster Roval_ Infirmary from 
January 7 to April 12, 1987, inclusive Remunera- 
tion {£17 10s. per week Apply to Secretary 
Sheffield Regional Hospital Board. Old Fulwood 
Road, Sheffield. naming two referces (6421) 


Standish Chest Hospital, Stonehouse, Glos 


Locum 
required immediately, for approximately five 
months. Senior House Officer grade. Post offers 
good experience in chest work Applications to 
the Secretary (6287) 


BRITISH MEDICAL JOURNAL 


29 


Shetlicld Regional Hospital Board 


Whole-time Locum Senior Casualty Officer 
required immediately at Grimsby General Hospita 
Remuneration 31 guincas per week Apply t 
Secretary, Shefficld Regional Hospital Board. (id 
Fulwood Road, Shefficid. naming two referees 


United Bristol Hospitals 
Locum Senior Orthopaedic Registrar 

Applications are invited for the aboy appomt 
ment, which will be for a period of six months 
from April 1 1947 Applications, giving names 
of two referees, should be sent to the Secretary 
Royal Infirmary, Bristol, 2, by December | 195¢ 


United Bristel Hospitals 


Locum Registrar in Anaesthetics 
Applications are invited for the post of Locum 
Anacsthetic Registrar for a period of three months 
from February 11 1987 Applications giving 
names of two reterees, should be sent to the Sec 
retary, Royal Infirmary, Bristol, 2, by December 17, 
1956 6406) 


Welsh Regional Hospital Board 


Whole-time Locum Tenens Consultant Anesthetist 
requaed Merthyr and Aberdare arca 
Applications, naming two referees. to SAMO 
Temple of Peace, Cathays Park, Cardiff (6415) 


Windsor Group Hospital Management Commiitice 
Upton Hospital, Siough 


Locum House Physician 
required December 31 to January 13 Applications 
with names of two referees, to Secretary not later 
than December 19 (H281) 


LOCUMS (Available) 


Available, Locum, experienced. Own car, live in. 
Box L.2968, BMJ 


APPOINTMENTS 
ANAESTHETICS 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Bristol Clinical Area 


Applications are invited for the appointment of a 
CONSULTANT ANAESTHETIST 


to the Bristol Clinical Area The appointment 
may be held on a whole-time or maximum (nine 
sessions) part-time basis The successful candidate 
will be required to work mainiy at Southmead 


Hospital, Bristol, and at other hospitals in the 
Group, but may be required to visit other hospitals 
in the clinical arca as determined by the Regional 
Board from time to time At Southmead Hospital 
there ate S70 beds, including 138 maternity beds 
Obstetric Professorial Unit of the University 
of Bristol being located at the hospital Twelve 
copies of applications, stating date of birth, qual 
fications and experience, together with the names 
and addresses of two referees, should be sent to 
the Secretary of the Regional Hospital Board, 2 

Tyndalis Park Road, Bristol, 8, not later than 
December 31, 1956 ; 


WELSH REGIONAL HOSPITAL BOARD 


ADDITIONAL CONSULTANT ANAESTHETISE 
Merthyr and Aberdare Hospital Management Com- 


mittce Based at Merthyr Genera Hospital 
FEARC.S. essential Successfu ant would 
be required to reside within a reasonab distance 
from the hospitals served Optional who'lc-tim 


maximum part-time appointment Twelve cof 
of anplication, naming three referees. to SAMO 

Temple of Peace, Cathays Park, Cardiff, within 
71 days (6513) 


ST. MARY ABBOTS HOSPITAL 
Marioes Road, Kensington, W.8 


Applications are invited for appointment as 
REGISTRAR IN ANAESTHETICS 
Position based at St. Mary Abbots Hospital. but 
expected to work at other hospitals in Group if 
required Post recognized for the DA Resident 
on nights on duty Position now vacant Candi 
dates may visit the hesnital by arrangement Appli- 
cations (five copies) to be submitted by December 
21, 1956, on forms obtainable from, and returnabic 
to. Group Secretary, §, Collingham Gardens, Lon- 
don, S.W.5 (6495) 


= 
- 
| 
| 
| 
| 
| 
: 
i 
; 
: 
| 
429 | 
| Sheffield Regional Hospital Board | 
| 
| 
. 
‘ig 
3] 


Anaesthetics—contd. 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITIEF 


REGISTRAR IN ANAESTHETICS 


\ n cd th 1 non 
\ 
B ( iH 
I onsd Hospita B ss 
H DA \ n 
ar mcs 
Secretary, 105, Abt Road 
Barrow 
UNTIED BIRMINGHAM HOSPITALS 
\ ation for the post 
RESIDENT REG INSTR AR IN ANABSTHETICS 
t t ted Birmingham Hospitals Th nt 
mt is tena for ome year in the first instar 
P IDA Primary F FLA 
t a tained f Sc t 
t Birm u Hospita n th 
H ta Bir naham, 1° ui should be returned 


ST. NICHOLAS HOSPITAL, Plomstead, 5.F.18 


HOUSE OFFICER (Anaesthetics) 
Vacant mid-December Recognized for 
FFARCS nd DA Six months” resident 
al niment. and may then be renewed Apply t 
Gr Ss ary, Memorial Hospita Woolwich 
S E18 


SOLTH WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


King Edward Memorial Hospital, Ealing 


SENIOR HOUSE OFFICER (Anaesthetics) 


for duues at King Edward Memorial Hospital and 
ass hospitals Resident Vacant Januar ‘ 
Res stra Anaesthetist mr d Post 
f DA. and FFARCS xamina 
n t Grour Secretary West 
Midd spita Ixieworth, by December Is 
19%6 (odor 


CHICHESTER GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT ANAESTHETIST SENIOR HOUSE 


OFFICER 

req 1 for six months (renewable) from January 
19 Group post. recogmzed for F.F ARCS 
Work mainly at Royal West Sussex, St. Richard's 
and Bognor Hospitals Salary #74 ess £150 per 

fer names, to Group Secretary, 174, Brovie 
Road, Chichester (6294) 


& ELSIF INGLIS MATERNITY 
HOSPITAL (68 beds) 


EDINBURGH, 


Applications are iovited from 
the post of 


registered medical 
practinoners for 


SENIOR HOUSE OFFICER (Anaesthetics) 
(preferaby resident) 
The appointmenm is recognized for the Diploma in 
Anaesthetics, and is for six months in the first 


instance from January 1 1947 Salary £745 per 
annum, icss t1S0 per annum in respect f residen 
tial emoluments. In addition to the obstetric work 
at Elsie Ing Maternity Hospital. there ar ample 
poportunities for xpericnce as trainee nacs 
thetist at surgical and Mae 
perations rer hospitals » Group 
Applications, with testimonials, to the 
Medical Superintendent. Edinburgh Southern Hos 
pital Group, 21. Hill Street. Edinburgh, 2 (6536) 


ENFIELD GROUP HOSPITAL 
COMMITTEE 


MANAGEMENT 


Chase Farm Hospital, Enfield. Middlesex 


RESIDENT SENIOR HOUSE OFFICER 


! in the Department of Anaesthesia. Vacant 

1957 welve months’ appointment 

Th t enized for the DA and 
tt nd affords a wide range of practica 
xp tuition under Consultant super 
visior \ sitions, with names and addresses 
of tw s. to the Group Secretary at Chase 
farm WH (6434) 


GLOU TERSHIRE AL HOSPITAL 
(228 


RESIDENT ANAESTHETIST 


required. SHO. grad Post recognized for the 
FFARCS.. and vacant on of about December 
13 Applications two referees, to Group 
Secretary, Glouce Royal Hospital, South 
gate Street. Gloucest (6477) 


BRITISH MEDICAL JOURNAL 


HILTCHIN HOSPITALS, Hitchin, Herts 
RESIDENT ANAESTHETIST 
‘Senior House Officer! 
quired lanuar The post ff varicd 
ex ’ md ts gnized for the D.A. and 
FFAR.CS xar Applications witt 
names of two referees, to be sent to the Medica 
Adm trator, Lister Hospital, Hitchin, as soon as 
sit (HOH) 
ILFORD AND BARAING GROUP HOSPITAL 


MANAGEMENT COMMITTEE 


There is a vacancy for a 
SENIOR HOLSE OFFICER an AESTHETISI 
ut King George Hospital litord The fficer 


unted “ be required t t availat 
f jut n th hospitals in the Group 
Salary w ut th at t 45 per annum es 
£150 per annum emoluments App nts sh { 
have been gistered not less than one vear, and 
hould nd applications, accompanied by pi t 
thr testimonials, t the ndcrsianed within 
days f th ap arance f thw advertisement 
H. F. Harr Group Secretary, King George H 
pital, 
ROCHDALE INFIRMARY 
S.H.0. ANAESTHETICS 
equired cations, with names and addresses 
{ tw referces and full particulars t G ip 
Secretary, Centra) Offices, Birch Hill Hospita 
Rochda Lan as soon as possib (6420) 


ST. HELENS AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
(892 beds) 


Whiston Hospital, Prescot 


ANAESTHETIST 
Applicat 18 ar nvited for the appomiment 
Anacsthetist at the above hospital Ihe 
post is in the Senior House Officer grade. and is 
recognized for training for the Fellowship of th 
Faculty f Anacsthetists Applications, stating 
argc. qualifications and experience, and giving twi 
names for reference should t sent ¢t the 
signed N_ Richards, Secretary, Group 
Office Hospital. Prescot 


mmediat 


Whiston 


SHREWSBURY HOSPITAL GROUP 


Royal Salop tafirmary and Copthorne Hospital, 
Shrewsbury (500 beds) 


RESIDENT ANAESTHETIST 
(Senior Howse (Officer) 
recognized for F.F.A.R.CS 


Post Registrar 


CARDIOLOGY 


UNIVERSITY COLLEGE Al 
Gower Street, London, W.C. 


Applications are invited for th yost 
RESEARCH ASSISI ANI 
Graded Registrar, in the Cardi gical Departr 
for ne year in the first instance from January 
1987 Applications, with the names of two r 
t Administrator and Secretary by December 1s 
(A524 


CASUALTY 

ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER 
resident), required for Casualty Department, As 
n-under-Lyne Genera Hospital Appointn 


limited four vears Min.mum commer 
salary £775 per annum, but higher salary on 
paid according xpericn and qualifi 
Appiy. giving age, experience, qualifications 
tw references, to Group Secretary, General H 
pita Ashton-under-Lyne, Lanes 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
The Royal lotirmary, Bolton (257 beds) 
JUNIOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER 
for Casualty Department, with some Orthopacd 


duties Recognized for JHMO 
can be for any period of up to tour ycars App 
canons, with names f two reterees, to Gr 
Secretary, the R 1! Infirmary. Bolton (63 
CLATTERBRIDGE HOSPITAL, Bebington, 
Cheshire (819 beds) 

JUNIOR HOSPITAL MEDICAL OFFICER 
Casualty /Orthopaedics (resident) 
required at the above hospital Salary im accord 
ance with current terms and conditions, 1. ‘ 


by £50 to £1,075 per annum, less £170 per ann 
for residence Application forms btainal 
Hospital Secretary, to be returned as 
ssible (6368 


BERMONDSEY AND SOUTHWARK HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited from registered medica 
practitioners for the post of 


SENIOR HOUSE OFFICER 


Casualty Department, at St. Olave’s Hospita 
Lower Road, Rotherhithe, S.E.16. which become: 
vacamt on January 1, 1957 Resident or nor 
resident post, 9 am. to 5 pm Salary £745 pe 


d nt J 1, 1987 annum Post. recognized for F.R.C.S.. is tenable 
also acamt January P pica for six months and is renewabic Applications 
ns testim nials 4 prour — together with full details, and names of tw 
yal Salog referees. to the Secretary at above address 
HOSPITAL HAMPSTEAD GENERAL HOSPITAL 
3 


SOL THERN GENERAI 
slasgew, S.W.1 


G 


SENIOR HOUSE OFFICER IN ANAESTHETICS 


The post is approved for D.A. and F F.A 
Write immediately to Secretary, Board of Managc- 
ment for Glasgow South-Western Hospitals, 130! 
Govan Road Glasgow S.W.1 naming 
referees (6535) 

SUNDERLAND AREA HOSPITAL 

MANAGEMENT COMMITTEE 

RESIDENT ANAESTHETIST 
is required for duties at hospitals in the above 
Group. Senior House Officer grade Post vacant 
December The past offers good practical experi 
ence under the supervision of the visiting anacs- 
thetists The hospitais are recognized for the 
FFAR.CS. and th DA In addition. every 
opportunity is given to attend lectures at the 
neighbouring university 12 miles away Apply t 
th Group Secretary. Sunderland Areca Hospital 
Management Committee, General Hospital, Sun 
derland, naming two referces (644%) 


THE ROYAI HOSPIT AL. W olverhampton 
(An associated hospi of the Bir 
University Medical School) 


SENIOR HOUSE OFFICER (Anaesthetics) 


Post vacant January 16, 1957 Recognized for 
D.A. and FFARCS Apply Secretary. with 
opies of testimonials 6152) 

STOBHILL GENERAL HOSPITAL 
Glasgow, N.1 
Applications are invited for the post of 
HOUSE OFFICER in Anaesthetics 
(commencing February 1. 1957). and should be 
addressed to the Medical Superintendent, giving 
the names of two referces (6372) 


Haverstock Hill, N.W.: 
(Royal Free Hespital Group) 


Applications are invited from registered medica 
Practitioners for the post of 
RESIDENT CASUALTY OFFICER 


(graded as Senior House Officer) 


Salary £765 per annum Tenable for a period 

six months from January 1, 1957, at the Mair 
Out-patients Department. Bayham Street, 
Application forms may be obtained from h 


Secretary to whom they should be returned 
togcther with mes of three recent testimonniils 
by December 11, 1956 (6527 


ROYAL NORTHERN HOSPITAL, Holloway. \.7 


Applications are invited for two posts of 
CASUALTY OFFICER (5.H.0. grade) 
with duties in the E.N_T. and Ophthalmic Depart 
ments respectively Vacant January, 1957 Post 
recognized for F R.CS Applications to 
to the Hospital Secretary by December 15, 1956 


ST. LEONARD'S HOSPITAL, Nuttall Street, 
1 


Londoa, N. 
Applications are invited —_ 
Practitioners for the post o 
SENIOR HOL SE OFFICER 
in the Casualty Department. vacant January 4 


registered medica 


1987. Recognized for F.R.CS. Apply, with two 
testimonials, to Hospital Secretary by December 1% 
1956 (6117 


THE TOTTENHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE, The Green, N.!5 
Applications are invited from registered medica 
Practitioners for the appointment of 
SENIOR HOUSE OFFICER RESIDENT SENIOR 
CASUALTY OFFICER 
Recognized for FRCS. examination, to th 
Prince of Wales's General Hospital, for a period 
«ix months, vacant January 15, 1957. Applica 
tion form from Secretary, to be 
December 19, 1956 


returned 
(6143 


be sent 


—= 

| 

| 


Dec. 8, 1956 


Casualty—contd. | 
| 
ESSEX COL HOSPITAL, Colchester 
(188 beds) 
Applications invited for post « 
SENIOR HOUSE OFFICER 
Casualty and Radiotherapy Departments. Post 
enable tor six months of Me year Recognized 
FRCS App. ications, with copies of three 
testimonials t Group Secre y Colchester 
14. Pope's Lane. Colchester, Essex 
(6478 


IPSWICH AND EAST HOSPITAL 
Angiesca Road Wing (356 beds) 


| 
Applications are invited for the post of 
CASUALTY OFFICER 
(Senior House gy grade) | 
Vacant January |, 1957 ¢ post is recognized | 
r the C.S. examination App ations, stating | 
ge and nationality, together with pies ¢ recemt | 
stmonals, to Hospital Sccretary (6289) | 
NOTTINGHAM GENERAL HOSPITAL | 
Applicat d tor th 
SE NIOoR HOU SE OFFICE « 
juties to commence January 31, 19 Establish | 
nent thre Recogn jtor FRCS P lers | 
wil experienc ualty work App ations 
staung a2 nat lality qualifications 1d 
t th wit nials be 
sent to Secretary, G ui H Nottingham 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications ted for the p f 
RESIDI Nr SENIOR HOUSE OFFICER 
(Area Accident and nedic Department) 


ant j-December r for FRCS 
Duties ding work im ar asuall 
Hospita R j is 
nied will work and 
Tic Ap Stating nation eser 
ind qualifications her wit 
Road, Reading 


ROYAL HALIFAN INFIRMARY (301 beds) 


SENIOR HOUSE OFFICER 
in Casualty and Orthopacdic Surgery | 
quired Post recognized for FRCS Salary 


48 per annum with deduction of £150 per annum 
rb i-residen ct pply to the Grour 
tary, R Halifax Infirmary. Halitax (62 
MAIDENHEAD HOSPH Al, Berks 
Applications invited tor post « 
CASUALTY OFFIC ER 
Vacant January |! 1987 Post recogmzed for 
RCS Applications, stating ag qualifications 
and experience with names of three 
ferees, to Secretary (6020 
HAMPSTEAD GE NER HOSPITAL 
Haverstock itl, wis 
(Royal Free H ay Group) 
ations are invited for the pre-registration 


st 

NON. RESIDE CASUALTY OFFICER 

M. or 8.) 

Vacant January 1 1957 Tenable for a period of 
six months Application forms may be btained | 
from the S$ etary to whom they should be 
returned, together with copies { three recent 
testimonials, by December li, 195¢ (Pr 6428 


ROYAL SUSSEX COUNTY HOSPITAL (312 beds) 
TWO CASUALTY HOUSE SURGEONS 


Duties include work in Orthopaedic and Trau 
mat Unit Vacant mid-January and February 
Recognized for pre-registration and FRCS 
Applications, stat'ng usual particulars, and naming 
two referees, to th Administrative Officer, Royal 
Sussex County Hospital. Brighton (Pr.6408) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Applications are invited for the 


WHOLE-TIME Tt BE RCL ME bic al 
OFFICER 


Senior Hospital Medica! Officer) with duties in the 
St. Helens and District Area The successfu 
applicant wil work nder the supervision of a 
onsultant chest physician and duties will include 
work at the chest clinics and chest hospitals in the 
areca Candidates should have good gencra 
medical experience and special experience in tuber- 
culosis Application forms from and be 
returned to, Dr. T. Liovd Hughes, Senior Adminis- 
trative Medical Officer, Liverpool Regional Hospital 
Board, 19, James Street, Liverpool, 2, to be received 
not later than December 29, 1956.—Vincent Col- 
linge, Secretary to the Board (6462) 


o 


BRITISH MEDICAL JOUR 


tary of the 


!ondon, W 


relary ol 


views of 
terms and 


BALLIN 


Visiting 


December 


authority referred to 
out first communicating 
British Medical Association 
B M A House, 
C.1. or with the Medicai Sec- 
e Irish Medical Association, 
Dublin, to learn the 


the Association regarding the 


10, Fitzwilliam Place 


conditions 


By Order of the Council. 
A. MACRAE, 


4, 1956. 


for any appointment 
notice or for any appointment under an 


IMPORTANT NOTICE 

APPOINTMENTS 
Medical practitioners are requested 
not to apply 


specified this 


in 


Tavistock Square, 


ol 


ing to the appointment: 
REPUBLIC OF 
PORTIUNCULA HOSPITAL, 
ASLOE, CO. GAILWAY. 
Staff 


IRELAND, 


this notice with- 
with the Sccre- 


service perlan 


Secretary 


HAM GREEN HOSPITAL, Pill, near Bristol 


Applications are invited for the post of 
JUNTOR HOSPITAL MEDICAL OFFICER 


in th tuberculosis wards of the above host 

The hospital is fully equippped for modern treat 
ment of pulmonary tuberculosis, mecluding regular 
major thoracic surgery Opportunities also for 
work in the Bristol Chest Clin Appointment 
for one year, renewabic Post now vacant \ 
plications, with testimonials r nanecs 
should be sent to th Hospital Secretary Ham 
Green Hospital, Pill, near Bristol ja 


PLAISTOW HOSPITAL, Samson Street, 
London, E.13 


Applications are invited for appointment 
SENIOR HOUSE OFFICER (Resident) 
to the Chest Unit and Intectious Diseases Unit at 
the above hospital for twelve months from January 


1957 Previous expericnce im discases { th 
hest is desirable xc mt experier s afl Jed 
in the investigation of chest and tr tious discases 
and there are facil postarad 
study for the MR.C.P. exam Applicat 
with copies of recent testimon sis w M_ J. Hun 


Group Secretary West Ham Group Hospital 
Management Committec, Stratford, London F | 
by December 19, 


CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
required at Gian Ely Hospital. Fairwater, Card ft 
Form of application from Group Scerctary, 44 
Cathedral Road, Cardiff 


NORTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 
REGISTRAR 

quired at Finchley Chest Clinic, 98¢ h Road 
N20 Dutics w nclud Highlands 
General Hospital (Chest Umt Va February 
G ning eencral med essential 

wn n ch discases des Chime 

t isited by d appomin pplication 

ns tainat from and = return to th 
Secretary, Northern Group H M4 Royal Northern 
Hospital, N.7, by December 18 (6501) 


LEEDS REG HOSPITAL BOARD 


REG ISTRAR CHEST DISEASES 


leeds st and additt as re 
quired, at na} Sanator nce 
discascs the chest sirable A-commoda 
tion for a single person on at Killingbeck Hos 
pita Applications, stating age, qualifications, and 
Jetails ot nt and pre sous appointments (with 
dates together with the names and addresses of 
three referees, to the Secretary, the Joint Registrars 
Committce Park Parade, Harrogate, by December 
13, 1956 (6022) 


OXFORD REGIONAL HOSPITAL BOARD 


Peppard Chest Hospital (236 beds), near Reading, 
Berks 


SENIOR REGISTRAR in Diseases of the Chest 


completed four vears in 


Applicants should have 


th grade of 


modation§ avail 


appointment 


instance Appl 


the Secretary 
should reach h 


cations, on 


Senior Registrar Resident accom 
able a single person The 
wil be for one year n the first 


rms obtainable from 


Oxford Regional Hospital Board 
im by December 18. (S9RR) 


CARDIFF HOSPITALS 


Llandough  Hospitat 


Applications are invited for the post of 
MEDICAL REGISTRAR 
to the Miners’ Chest Diseases Treatment Centre 
Liandough Hospital Penarth The Centre 
aters fc types of chest discases and tt is 
sely associated with the adjoining Pneumo- 
niosis Research Unit of the Medical Research 
Council Application forms may be obtained 


from the Secr 


Roval_ Infirmar 
turned by December 17 (6132) 


should be re 


tary to the 


Newpo 


Board. at the Cardiff 


Road, Cardiff, and 


WIGAN AND LEIGH GROUP OF HOSPITALS 


REGISTRAR IN CHEST DISEASES 


Two busy chest clinics 
horacic Surgical Unit Applications 
to Secretary, Knowsley 


experience in T 


and 


with names of two referees, 


House, Wigan 


opportunity to gain 


(413) 


GRASSINGTION HOSPITAL, sear Skipton 
(208 beds; 


SENIOR HOUSE OFFICER 


required for the above hospita which pr ics 
treatment for tuberculosis paticnts, men and women 
Accommodation available for sing at Mt 

Applications to Medical Superintendent 1%) 


SULLY HOSPITAL, Sully, Penarth, Glam 
(Thoracte Centre 324 beds) 


SENIOR HOUSE OFFICER (Medical) 


quired, commen February, 19* Experience 
ivailable in investigation and treatment of ail june 
ind heart diseases in adults and children Form 
f application from Group Sceretary, 44, Cathedra 
Road. Cardiff 97) 


UNITED CARDIFF HOSPITALS 
Liandough Hospital 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Medical) 


to the Miners’ Chest Diseases Treatment Centre 


at Liandough Hospital Penarth The Cent 
titers for all types of chest diseases and ts is 
osely associated with the adjoming Pnoeum 
mosis Research Unit of the Medical Research 

Council Application forms are obtainable trom 


th Sccretary to the Board at Cardiff Rovai 
Infirmary, Newport Road, Cardiff, and should be 
returned by December 17 (Ob 


LONDON CHEST HOSPITAL 


Two vacancies occur February 1, 1957. for 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London. two 
at the country branch, near Letchworth, and post 
graded as House Officer Duties include work in 
the t-patient department and refill clinic, as well 
as om wards Applications. stating date of birth 
qualifications (with dates) and previous appoint- 
ments held with copies of three testemoniais 
should reach the undersigned not later than Decem 
ber 18. 1956.—Thomas Brown, House Governor 
London Chest Hospital, E.2 (6174) 


TINDAL GENERAL HOSPITAL 
Aylesbury, Bucks (260 beds) 


HOUSE PHYSICIAN (Chest Unit) 

Pre-registration post, but registered practitioners 
invited to apply Vacant December 16. 1956 
Duties include care of about 25 chest uses Gin 
uding T.B. Chalets), and four clinics weekly An 
acute geriatric umit (27 beds) and a medical out 
patient clinic give general medical experience No 
casualty department Apply. with two testimonials 
to the Administrative Officer as soon as possit 


GRASSINGTON HOSPITAL, near Skipton 
(208 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 


required for the above 


treatment for tuber 


Accommodation availabl 


Applications to 


he 
vlosis patients, men and women 


spital, which provides 


for single applicants 
Medical Superintendent (S314) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 28 
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DENTAL 


SOUTH-WEST 
MANAGEMENT 


MIDDLESEX HOSPITAL 
COMMITTEE 


West Middlesex Hospital, Isteworth 
ations in from regrst medica 
rm for resident post 
DENTAL HeLSE SURGEON 
lates n H t 
ud Terms and Conditions 
H Medica und Dental Stall w 
A thons stat jual fication 
mitt feta n lames ind 
hel f th fer tw G s tary 
West Middlesex Hos 4 Isleworth. by Dx mber 
(hae 


DERMATOLOGY 


THE UNITED ONFORD HOSPITALS AND THE 


ONFORD REGIONAL HOSPITAL BOARD 
Applications nvited for the post of 
PARI ¢ ONS LTANT DERMATOLOGIST 
t th I ted Ont 
t Oxford 
‘ Banbe 
J 
at gist pul 
t Apr 
a ’ and 
j n 
on Apr at 
tw ca his 
’ th Administrat s informed t th 
< th losing dat f this advertise 
" 
CHARING CROSS HOSPITAL, W.C2 
PART-TIME DERMATOLOGICAL REGISTRAR 
(Grade: Senior Registrar) 
Non-resident Thre notional half-days Ten 
at for in th first instance with 
git t for rencwa Som expericnc n der 
mat sscntia App forms Ptainable 
tt ndcrsigencd sh hk returned by 
December 24 se Frank Hart, House Governor 
ta the Board (6375) 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the of 


SENIOR REGISTRAR IN DERMATOLOGY 


appointment 


Infirmary, to 


at the Cardiff Royal commence in 
Fet ur Application forms are availall« 
from the Secretary t the Board at the Cardiff 
kK Infirmary Newport Road Cardiff and 
sh it turned within 14 days of the appear 
an this advertisement (65 38) 


FAR, NOSE, AND THROAT, ETC. 


MARY'S HOSPITAL and NORTH-WEST 
METROPOLITAN REGIONAL HOSPITAL 
BOARD 

(Paddington General 


st 


ilospital) 


PART-TIME REGISTRAR TO THE a NOSE 
AND THROAT DEPARTIMEN 


App are nvited for the sbove post 
The s estul candidate will be required to under 
tak n as asit ciaht sessions per we 
as Fiv notional half-days. St. Mary's 
Hos 1! Paddineton G » Children’s Hos- 
pit nal Paddington General 
Hows \ ns, stating nationality, date 

ft inent address. qualifications (with 
dat { National Health Scrvice grading 

presen tor ver 
with sd addresses f three recs 
sh ! Alan Powditch, House Governor 
St. M Hospita 2. not later than December 

(6475) 

WHITTINGTON HOSPITAL, London, N.19 

REGISTRAR 

required f ENT Department, beds Post 
' en ! RCS. and D.L.O Vacant Jan 
Jerat caperien in larva 
gology Jd st is a responsible onc 
Department k t Stgraduate teachin 
How m firect ap ntiment 
\ ’ t m. and returnat 
the G t Archway Group 
a Choime Park Higheate London. 
December 18 if 


BRITISH MEDICAL JOURNAL 


MANCHESTER REGIONAL HOSPITAL BOARD 
Am sions invited for the non-resident post of 
REGISTRAR 

t Ea Nos and Throat Department f th 
Stock t and Buxton HM vacamt n January 
b 195 Tt nain dutics wi be at Stockport 
Infirma with s t hospitals in 
th \ ae xpericnce 
ind t lames tw 
rm cretary, Stock- 
port and Buxton Heath, Stock 
(6409) 


UNITED BRISTOL HOSPITALS 


with South-Western Regional 


Joint Appointment 
Hospital Board) 
E.N.T. REGISTRAR 

The successful applicant w be appointed for 
one year in the first instanc the United Bristol 
Hospitals Applications, giving the names of tw 
referees. should sent not later than December 
j 1956. to Secretary, Royal Infirmary, Bristol, 2 

6109) 
TUNBRIDGE WELLS GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Applications invited for post f 
PARI TIME CLINICAL "ASSISTANT 

to the Ear, Nos ind Throat Department of the 
Kent and Sussex Hos 
ing nder the general 
Surgeons The 
sessions a week, salary 
\ ications, staun 
n with names 
Sherw d Park, Tunt 


ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Dec. 8, 1956 


TINDAL GENERAL HOSPITAL 
Aylesbury, Bucks (260 beds) 
HOUSE SURGEON (E.N.T.) 
Post vacant January 14, 1957 Department 
» high turnover with four Out-paticnt Clinics we 
y Recognized tor D.L.O. and F.RLCS N 
asualty department Pre-registration post, ¢ 
registered practitioners invited to apply Ap 
with pies of two testimonials, to the Admin 
tive Officer (5718 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Koad Wing (556 beds) 


Applications are invited for the post of 
HOLSE SURGEON 

to the Ear, Nose, and Throat and oe ma D 

partments, vacant on December 15 I 

post is recognized for pre-registration ary for t 

D.L.O. examination Applications, giving tull 

ticulars. and copies of recent tesumonials, to H 
(Pr.s 


vital Secretary 


GERIATRICS 


GENERAL HOSPITAL, Sunderland 


Applications are invited for the appointmen 
SENIOR HOUSE OFFICER 
to the Geriatric Unit, General Hospital, Sund 
and, Consultant Physician in Charec Post vaca 
January 8, 1987 Apply immediatcly, naming tw 
referees, to the Hospital Secretary, The Gen 
Hospital, Chester Road, Sunderland (h444 
SHRODELLS HOSPITAL, Wattord 
(General Hospital beds) 
Applications are invited for the post of 


South Lodge Hospital, World's End Lane, N.21 SENIOR HOLSE OFFICER 
" to the Geriatric Unit This unit of 180 beds und 
HOUSE OFFICER full-time Geriatrician offers excellent 
requir revious experience desirable experience in diagnosis and treatment 
Post in General sursical duties Vacant and other illnesses in the elderly Full tab 
Decemt 0, 1956 Applications. with th aes and radiological facilities avatlabic Adequ ue 
nd addresses of two referees, to the G Sect for reading. Applications, together with cop 
tary, Cha Farm Hospital, The Ridgeway, Enficid not more than tw testimonials, to reach 
Middlesex (6211) Medical Officer-in-Charge as soon as possib 
MAIDSTONE, KENT COUNTY OPHTHALMIC 
AND AURAL HOSPITAL (115 beds) BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 
Mid-Keat Hospital Management Commitice 
Brighton General Hospital 
Applications ar nv th appointment of 
SENIOR HOw SURGEON HOUSE PHYSICIAN (Geriatrics) 
n the Ear, Nose and Throat Department of the Applications are invited for th position 
above hospital. Post vacant mid-December, 195¢ House Physician to the Geriatric Unit. This is a 
There are SS E.N.T. beds and six specialist operat urge unit with an active rehabilitation sector 
scssions ach week Valuat experience which provides excellent clinical facilities Va 
availabl and the post is recognized tor the pur- February 1 pplications, stating usual part ars 
pose of the F RCS and the D.L.O. Salary will together with copies of recent testimonials. sh 
be £745 a year ss £150 a year for residential be sent to the Physician Superintendent, Br 
emoluments Applications to the Administrative General Hospital. Eim Grove. Brighton. 7 (637 
Officer. Kent County Ophthalmic and Aural Hos- 
pital, Maidston:. Kent ae OLDHAM AND DISTRICT GENERAL 
HOSPITAL 
ROYAL SOUTH HANTS HOSPITAL 
Southampton (274 beds) and HOUSE PHYSICIAN (P 
re-registration) 
SOL THAMPTON GENERAL HOSPITAL 
” Applications are invited for the above post 
(472 beds) 
vacamt immediately The successful candidate 
SENIOR HOUSE OFFICER (F.N.T) undertak duties in th Genatr and Medica 
= ‘ . Units The Geriatric Unit is under the direction 
required. This past is recognized for t FRCS vf a whole-time Consultant Physician (Geriatrician 
ng.) and D.L.O. examinations and provides ex- Applications, giving the names and addresses 
perien n all branches of E.N.T. work Th two referees, to be forwarded to the Group Se 
Group des a diagnostic and distributing Heat Road. 
ing And Centr App ations with cor if quoting Ref ill (Pr.6468 
com imomats, should t forwarded as na 
p sible to the Secretary, Southampton Group Hos 
pital Management Commitiec, Bullar Strect, South- 
ampton | INFECTIOUS DISEASES 
THE UNITED LEEDS HOSPITALS . 
BROOK GENERAL HOSPITAL 
The General lafrmary st Leeds Shooters Hill, Woolwich, S.E.18 
SENIOR HOUSE OFFICER 
in E.N.T. Department (Infectious Diseases Unit) 
required for a period six months. Post vacant Vacant January 1 This unit provides excelien 
now Terms and conditions serv f hospita xperience and is one of the Regional Centres t 
medical staffs apply Applications, giving details the treatment of Bulbar Poliomyelitis The appoint 
f age qualifications, posts held (with dates and ment is expected to include Paediatrics, with t 
three names for reference, should be sent two the sening of a mew ward carly in 1957 Appl 
Secretary to the Board as soon as possibk (6424) Group Secretary Memorial Hospital, Woolw 
S (644 
TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE TOTTENHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Taunton and Somerset Hospital The Green, N.15 
Applications are invited for Applications are invited from registered med 
HOUSE OFFICER (F.N.T.) practitioners for the appointment of 
Post now vacant Post-registration appointment RESIDENT HOUSE PHYSICIAN 
recognized for F. RCS. and DLO (Senior House Officer) 
stating age, nationality and qualificati to St. Ann’s General Hospital. for duty in 
with the names of two referees. should be for Infectious Diseases Unit and other gencral dut 
warded immediately to the Group Secretary, Taun for a period of six months from January 9, !9 
ton and Somerset Hospital, Musgrove Park Branch Applications to Secretary, to be returned immed 
Taunion, Somerset (S717) ately (6s 


— 


Dec. 8, 


1956 


MEDICINE 


LEEDS REGIONAL HOSPITAL BOARD 
PART-TIME 


MEDICINE 


CONSULIANT IN) GENERAL 
(8 notional half-days per week) 


Duties mainiy at Bradtord Roy Infirmary (116 
medical beds inj at St. Luke's Hospita Brad 
tord (235 medical beds Person appointed t side 

Bradtord Post ant on May 14, 195 Appli 

atin jualincation 
sing dates) sith 

s. to the Secre 
Harrogate y December 19 


(H02%) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Royal London Homoeopathic 
Ormond Street, W.C.1 


Hospital, Great 
(183 beds) 


VACANCTES 

(Senior Hospital Medical Officer) 

ays vist n th 
s hospita Candidates shoud 
rs of the | t f Homoc 
visited by direct appoint 
ns tainable trom and 
ta North-West ) 
Board, Ila, Portland P 


y 14 (671) 


ROVAL MASONIC HOSPITAL 


Ravenscourt Park, London, W.6 
Applications are invited for the post of 
RESIDENT MEDICAL REGISTRAR 


ab Gross salary 
first year £850 juments f £130 
Jeductibic): secor (residential emol 
mens of 148 d State ag qua 
fications, past and niments. and in 
clude two recent nd or the names 
two referees should cach the 
adersigned (from information may 
t btained) as soon as possible, and in any event 
n ater than December 13, 195¢ R. E. Lawson 
Sccretary and House Governor (S863) 
ST. THOMAS’ HOSPITAL, Lordon, 5.E.1 
MEDICAL REGISTRARS (four vacancies) 
Whole-ume, for a period of one year in the first 
nstance Applications, naming two referees, to 
the Clerk of the Governors by December 21, 1956 


THE LONDON HOSPITAL, Whitechapel, E.1 


Applications are invited tor the post of 


REGISTRAR in General Medicine 
now vacant \ high qualification, although desir 
b is not essentia Applications (12 copies) 
giving names and = addresses three re ees 
sh d be received by th House Governor by 
December 21, 19%¢ H. Brierle House Govern 


UNIVERSITY COLLEGE HOSPITAL 


Gower Street, W.C.1 
RESIDENT MEDICAL OFFICER (Registrar) 

it the Hospital for Tropical Discases Pan 
cras Way. London, N.W.1 Vacant Febr y | 
1987 Appointment for six months renew c 
Applications with names f tw referees t 
Administrator and Secretary by December 15, 19%¢ 

(#45245) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 
Applications are invited for a whole-time post of 
MEDICAL REGISTRAR 
at tt Inverness Hospitals Main dutics are at 
Raiemore Hospita Sched 
riher particulars are t 
siened t whom apf ats 
by December 22, 19%¢ \ 
tary and Admonistrative 
f the Northern Regional Hospital Board, Rais 
mor Inverness hos4) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
(West Dorset Group Hospital Management 
Committee) 


REGISTRAR 


at Dorset 
rding 


MEDICAL 


required (Registrar grade) 


tal, Dorchester Salary ac t I en 

£850 or £965 per annum), with deduction of £170 
P innum if resident pp n form which 
should be returned. duly pleted, by January 
12 1987 from Group Secretary West Dorset 
H.M<¢ Damers Road, Dorchester, Dorset. (6499) 


WELSH REGIONAL HOSPITAL BOARD 
MEDICINE 
Memorial Hos 
Subject 
forms 
Park 


(65158) 


REGISTRAR. GENERAL 
Maclor General Hospital and War 
pital, Wrexham Resident non-resident 
to review at end of first year Application 
from S.AM©.. Temple of Peac Cathays 
Cardiff, within 14 days 


BRITISH MEDICAL JOURNAL 


THE UNITED SHEFFIELD HOSPITALS 
Royal Hospital Unit 


Applications invited for the 
NON-RESIDENT POST OF REGISTRAR IN 
GENERAL MEDICINE 


at th above hospital Post vacant January 16 


19s Applications, stating age, qualifications and 
xper.ence, with the names of three referces, sh j 

sent not later than December 12. 1956, to th 

{ Admuinistrat Officer, The Unied Shefficid 
tals. West St t. Sheflicld 1 (6158) 


FORESTHALL HOSPITAL, Glasgow, NS. 
(640 bospital beds for long-term sick) 


JUNIOR HOSPITAL MEDICAL OFFICERS 


(Three vacancies) 

Applicants must hav been qualitied for two 
vears and have had experien ws house flicers in 
“ra hospitals Ih present esta shment is 
tor five JH Ovs. and the are encouraged to 
nad part their tir it Tha] hos 

t naintain thes ntercst im general meticin 

ties nd rvision ar also provided f 
wishing ¢t pursuc nica search 

ration) for higher degree Livt 

AI ations, with the names t thre 

sh are sent to the Administratiy 
Medical Officer, I sthall, 657. Edgctauld Road 
Gas N 6449) 


NORTHAMPTON GENERAL HOSPITAL 


(482 beds) 
Inquiries are invited 
ROTATING 


Six months’ 
held for twe 


concerning 

INTERN POSTS 

duration The posts are 
and there is on 


can from April 1. 195 and further vacancies 

from October 1, 1957 Jumior Hospital Medical 
Officer salary sca and conditions fi serv 

Singic accommodation is avaiable and ma d 

men may be able to rent unfurnished flats near the 

posts are availiable only to candidates 

mpleted military service and desire 

further experience before entering gencral practice 

specializing Inquiries should be addressed to 

S GH Superimicnd. nt (S990) 


THE ROYAL LONDON HOMOEOPATHIC 
HOSPITAL 

Great Ormond Street and Queen Square, W.C.1 

ited medical 


apn 


Applications are in from registered 
practitioners for the niment f 

SENIOR HOUSE PHYSICIAN 

Vacant January 1, 1957. Six months’ appointment 

Salary on NHS Candidates will be 

equired to attend Applications 


scale 


for interview 


stating age and full particulars, to Secretary. (6526) 
BIRMINGHAM, SOLIHULL HOSPITAL 
Lode Lane, Sotihull 
RESIDENT MEDICAL OFFICER (5.H.0.) 
Vacant December General Hospital with five 
ther resident medical officers Appiy Medical 
Supermmtcndent (6323) 


LNETER AND MID-DEVON HOSPITALS 
MANAGEMENT COMMITTEE 


Royal Devon and Exeter Hospital 


invited from registered medical 
appointment of 

MEDICAL OFFICER 

Senior House Officer to the 
Neurologist) 


Applications are 
Practitioners for the 
RESIDENT 

(with duties as 


Vacan: January 31. 1987 Appiications, with copies 
of two recent testimonials, to the Hospital Secre- 
tary by December 22, 1956 (6410) 
NEWTON ABBOT HOSPITAL, 5S. Devon 
SENIOR HOUSE OFFICER (Medicine) 
male or female required December 0 1956 
Duties divided equally between 20 acute medica 
beds i General Section and {40 geriatric beds 


is also required to stand in when Senior 

otherwise engaged. Married quarters 

ave Applications stating qa ificatvions 
Nationality, az with copy testimonials, to be sent 
to the Gr » Secretary. Torquay District Hospita 
Management Commitice, Torbay Hospital, Torquay 
S. Devon (6541) 


SOLTH SOMERSET HOSPITAL MANAGEMENT 
COMMITTEE 


Yeovil General Hospital 
SENIOR HOUSE OFFICER, Resident 


33 


THBURY AND SOUTH-EAST ESSEX 
HOSPITAL MANAGEMENT COMMITTEEF 


Tilbury and Riverside General Hospital 
Orsett Branch, Orsett, Essex 


Applications are invited from registered medica 
tor the post of 
RESIDENT SENIOR PHYSICIAN 
it the above hospita he post which becomes 
sacant on January i, 195 is for six months in 
the first instance Application together with 
nes of not more than thre ent testimonials 
iid be forwarded 1 he -G. 
Whyt Grow Secretary Thurrock Hospita 
s, Essex 


WORCESTER ROVAL INFIRMARY 


Applications invited for the post of 


SENIOR HOUSE OFFICER IN) MEDICINE 
(resident) 
Vacamt mid-January The post is that of Resident 
Medical Officer and is normaliy of on car's dura 
tron Applications, with names of referees, to be 
sent to the Hospital Secretary (H540 


BLACKBUR™ AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTER 


Applications are imvited for the tollowing posts 
Victoria Hospital, Accring 
SENIOR HOUSE OFFICER (Medicine) 


Vacant middle of January, 1957 
HOUSE PHYSICIAN 
Vacam early January, 1957 


Posts recognized for pre-registration purposes 
Apply to Secretary, HMC. Office, Roya! Intirmary 
Blackburn (4992) 


HOSPITAL OF ST. JOHN & ST. FLIZABETN 
60, Grove End Road, London, N.W.8 


invited from 
Practitioners 


pre-registration of 
(male) for the 


Applications are 
registered medical 
appointment of 


HOUSE PHYSICIAN 


To become vacant on Wednesday, January 16, 1957. 
Appointment will be for a period of six months 
National Health Service salary Applications to 


Saturday, Decem 
three recent 
(6547) 


reach the Secretary on of before 
ber 29. 1956, together with copies of 
testimonials 


LEONARD'S HOSPITAL, Nuttall Street, 
(Acute General, 192 beds) 


st. 


invited from registered or pro 
medical practitioners tor the 


Applications are 
visionally registered 


post of 

HOUSE PHYSICIAN 
for six months commencing January 1 1987 
pplications, with two recent testimonials, to the 
Hospital Secretary by December 22, 1956. (6363) 


ST. STEPHEN'S HOSPITAL, Futham Road, 
Chelsea, 5.W.10 


(General Medicine) 
Vacancy 

naming two 

(ahh) 


HOUSE PHYSICIAN 

Resident Post- of pre-registration 
February 1, 1987 Applications now 

erees, to the Medical Superintendent 


BIDEFORD AND DISTRICT HOSPITAL (51 beds) 
invited for post of 
HOUSE OFFICER 
Fiat available for 
Stating names of twe referees, to 
North Devon Hospital Manag 
Alexandra Road, Barnst 
(M112) 


Applications 
Now vacant married fficer 
Applications 
Group Secretary 
ment Committee, 19 


ESSEX COUNTY HOSPITAL, Colchester 
(188 b 


eds) 


invited for post of 
HOUSE PHYSICIAN 


Applications 


First, second. third or pre-registration post, tenable 
for six months Applications, with copies of three 
testimonials to Group Secretary Colchester 
H 14, Pope's Lane, Colchester, Essex 
(6379 


FARNHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Farnham Hospital, Hale Road, Farnham, Surrey 
HOUSE PHYSICIAN 
1957 


(Pre-registration) 
required on January |! 


Appointment for six 


months Salary £425 to £525 per annum a wd 
ing te experien less £125 per annun led ted 
in respect of board, lodging. etc Application by 
letter stating age qualifications nd experience 


with copies of thre testimonials, to he 
Medical Superintendent 


together 
sent to the 


Applications are invited for the above post. which : “ ‘ 
includes Medicine, Paediatrics, ENT. and | IMPORTANT: All intending applicants 
su y i745 p anr at . 
Casualty, Salary £745 per annum. Full details of | should read the revised NOTICE at the 
age, experience, ctc together with names of three 
referces. to be sent to |. LI. Harding, Group S« top of page 28 
retary, 7), Higher Kingston, Yeovil (S698) 
- 
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Medicine—contd. 


GENERAL HOSPITAL, Margate (132 beds) 
HOUSE PHYSICIAN 
wintration Sala 
4 jine 
HEXHAM AND DISTRICT Hospital 


MANAGEMENT COMMITTED 


Hexham General Hospital (09 beds) 


HOUSE OFFICERS GENERAL MEDICINE 

\ Januar - tw 
cnet (pre post gistta nm) in Genera 
Medicin 4 ications, with nan and address 
received | ! gned 

‘ Stokell, Group ta 

fren Hexham, Northumberland 


AING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfoth and King’s General Hospital 
(146 beds) 
Applicayons are invited for the post of 


HOUSE OFFICER (Medicine) 
(Post recognized for Pre-re 


Appoint t w be for six months first 
t Pos mid-Janua resi 
dent Sala i4 t4 
4 " n for sidentia moluments 
t off x n 
n ohthater vl hest work 
ind address f tw f 
s tar St. James’ Hospital, Extons R 
Lynn, Norfolk (596) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


Liwyaypia Hospital, 
(Acote medical beds 


Liwyn) pia, Rhondda 
and chronic sick beds) 


HOUSE OFFICER (MEDICAL) 


wil als ndertak dutics at 

In ' s Diseases Hospit wher 

Application stating ae qualification 

armel together with copies tw recent 
tt s to t sent t the Group Secretary 

‘ h St t. Pontypridd (6518 
ROVAL SALOP INFIRMARY (COPTHORNE 


HOSPITAL, Shrewsbury (500 beds) 


HOUSE PHYSICIAN 


P strat therw ise Vacant January 
19 App thors with testimonials, t 
tar Royal Salop Infirmary. Shrews 


SHRODELLS HOSPITAL, Wattord (180 beds) 


4 tions are invited for the post of 
HOUSE PHYSICIAN (Pre 
t ah Juty at the nd f December 
f two testimomals, should reach 
in-Charge as soon as 


or Post-registration) 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Worthing Hospital, Lyndharst Road, Worthing 
Sussex (210 beds acute general) 


nentioned vacancy wi vecur on 


PHYSICIAN 
gistercd 
ut gistration candidates 


HOUSE 
medical prac 
stating ag 


A Vv 


Chaat 


FLLHAM AND KENSINGTON HOSPITAI 
MANAGEMENT COMMITTEE 


apply f wing Vacancies 
St. Mary Abbots Hospital, Marloes Road, 
Kensington, W.8 
HOUSE PHYSICIANS 

Two vacan Provisionally wistered candidates 
\ ntments mmen February i 
19 ' and nited six months 
\ December 23 n forms 
Ptainable fros Hospital Secretary (Pr 6496) 


BRITISH MEDICAL JOURNAL 


GERMAN HOSPITAL, Leadon, 


(General 157 beds) 
Ay ar invited for the six months 
from January 2 
"PRE REGISTRATION HOUSE PHYSICIAN 
nd ’ d reach v Group Secretary. Hackney 
Hos ul. EY. by D mber 14. quoung GH PHP 
Pr 


ST. CHARLES’ HOSPITAL, Ladbroke Grove, 


W.10 (581 beds) 
\ at ure: sinvited for th ndermentioned 
Posts mmencing January |! 1987 
Hot SE PHYSICIANS (General) 
P ree Apr ations, stating age, qualifi- 
thon ? experien toeether with names and 
rddresses tw referees. t reach Hospital Secr 
tary mber 195¢ (Pr 6366 
BIRMINGHAM, SOLIMA LL HOSPITAL 
Lode Lane, Sotihull 
HOL St PHY SICTAN 
Pre-reeistration post, vacamt January General 
spita flerine good) expericnc iv ther 
jent medical staff Apply. with pies tw 
recem testimonials r names for reference to 
Med ntendcnt Pr 6347) 


BLERNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burntey General Hospital (641 beds) 


RESIDENT HOUSE OFFICER (Medical) 


th approved as a Pre-registra 
thor wot Applications with two references to 

G » Secretary. Burnicy General Hospita 
(Pr.6247) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Reedyford Memorial Hospital, Nelson (95 beds) 
RESIDENT MEDICAL OFFICER 
(With Surgical Duties) 
The post is recognized as a Medical or Surgica 
post for Pre-registration purposes Modern self- 


CIRENCESTER AND DISTRICT HOSPITAL 


MANAGEMENT COMMITTEE (Glos) 
Cirencester Memorial Hospital (68 beds) 

Applications are invited tor the pre-registration 

post 
JUNIOR HOUSE OFFICER 

Vacan February, 198 Mar accommodation 
available App ations stating nat tality 
qualifications probable quali r 
ind exp ) with ies two recent tes 
mon to th S Pr 


GENERAL HOSPITAL, Southend-on-Sea 
App ir for as 
HOL SE PHY sic TAN (Pre registration) 
Post vacamt January 17 Api at stating 
age, qualifications x wit 
f r nt n 
suff nt trom ap at 
ach the undersien mt 19, 195¢ 
1 C. Field. Secret (Pr.4341) 
NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 
HOUSE PHYSICIAN (General Medicine) 
with Dermatology Pre-registration post Detailed 
applications, with copy testimonials, to Group Scc- 
etary HM Princes Road, Stoke-on-Tren 
Pr 64 


PRESTON HOSPITAL, North Shields 


HOUSE PHYSICIAN 


Pre-registration appointments vacant in January 


1957: Preston Hospita ne Tynemouth Infirmar 
nc Apt itions, with names of two referees, t 
Group Secretary (Pr. 62798 


SOUTH LIVERPOOL HOSPITAL 
MANAGEMENT COMMITTEE 


Liverpool, 15 


Sefton General Hospital, 
(995 116 cots) 


beds, 


Applications are invited for the appointment of a 
RESIDENT HOUSE PHYSICIAN 

for the Tropical Unit 

named hospital for a period of six 

months, with effece from March 


ms approved as a pre 


and conditions of 1 rdan 
with the regulations { Health 
Application forms may be obtained from the under 


sencd. to whom they should be 
than Thursday, December 20. 1956 
lin, Secretary to the Commitice 


turned not tater 
Garnet Chap 
(Pr 6182) 


Dec. 8, 


1956 


SELLY ons HOSPITAL, Birmingham, 29 
(Equipped beds 955) 


HOUSE PHYSICIANS 


Available January 14, 195 Recognized for p 
gistration service Appointments tenable tor « 
months Apply Medical Superintendent, giving 
Quali ations age, and exper'cence and une 
of three testimonials 
SOUTH LIVERPOOL HOSPITAL 


MANAGEMENT COMMITTEE 


Sefton General Hospital, Liverpool. 15 
(99S beds, 116 cots) 


Applications are invited tor the appoimtmer 


SIX RESIDENT HOUSE PHYSICIANS Sennen 


which w become vacant at the at 
hospital on March 1, 1957. and will be for a 

f six months These posts are approved as 
gistration) posts The terms and condit 
servix “ be im accordance with the reguiat 
{ the Ministry of Health Application t 

be btained from the undersigned, to whorn 
should be returned not later than Thursday, D 
ber 20, 1956.—Garnet Chaplin, Secretary t 


STAFFORD GENERAL INFIRMARY, Stafford 
(175 beds—Recovery Unit 32 beds) 


HOUSE PHYSICIAN 
Pre-registration post acant January 10 
end of term of service the successful applicant w 
be considered for appointment to a pre-registrat 
post of House Surecon, if he tr she has not 


such In appointment Applications to Gr 

Secretary, Stafford H.M.¢ 13, Foregate Str 

Stafford (Pr 
THE GUEST HOSPITAL, Dudley (154 beds) 


HOUSE OFFICER (Medical) 
Pre-registration. Post vacant January. 1957. App 
Group Secretary, Guest Hospital, Dudley. W 


TILBURY AND SOUTH-EAST ESSEX 
HOSPITAL MANAGEMENT COMMITTEE 


Tilbury and Riverside General Hospital 
Orsett, Branch, Orsett, Essex 


invited for post 


Applications are 


RESIDENT HOUSE PHY sic 
at the above hos The post is f nized 
under the Medica pre-registratior 
vases and suitable cS are invited t 
The appointment t mes va 
January §, 1957 s f siX months in t . 
nstance Apphcations together with 
thr cent testimonials, should be torwarded 
the undersigned G. t Whyte, Gr p S 
Thurrock Hospital, Grays, Essex P 


WARWICK HOSPITAL (320 beds) 


HOUSE PHYSICIAN 


Post recogmzed Pre-registration Resid 
Vacant January 25 Applications, with two tes 
monials, to Medical Superintendent (Pre 


NEUROLOGY 


ST. THOMAS’ HOSPITAL, London, 
REGISTRAR to the Departments of Ncurologs 


and Psych 


For a period of st ims 
Son Acurologica j Ann 
ns. namine tw rk 


UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 


REGISTRAR IN) NEUROLOGY 
Duties divided between Department of Neurt 

at the General Infirmary at Leeds, and the Pir 
General Hospital, Waketicid App 
stating age. qualifications, and details { pr 
and previous appointments (with dates t 
with the names and addresses of three referees 
the Secretary Registrars Committe Pa 
Parade, Harrogate. by December 13, 19%¢ 


UNITED MANCHESTER HOSPITALS 


Manchester Royal Infirmary, Manchesier, | 
SENIOR REGISTRAR 
to a Medical Unit combining Neurology and 
General Medicine 

To commence on March 1, 1957 Wh 
non-resident past tenable for twelve m 
rencwable Applicants must possess a ? 
qualification and preference will be given to t 
mierested and desirous of training in neur 
Arrangemenis may eventually be made for 
successful candidate to transfer to ome ¢ 
Manchester Regional Hospitals to continue ua 
ing Application form obtainable from the uno 


signed. to be returned not later than Decemb 
1956. -F I. Cable, Secretary to the Board 
Governors 


| 
| 
| 
xccommodation for a single or marricd applicant 
Ap nhhonms, with tw references, to Group Secr 
| 
| 
| — 
ce tw testimonials. to be forwarded 


Dri 8. 1956 


NEUROSURGERY 


COSSHAM /FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


BRISTOL 


Frencha) Hospital (542 staff beds — expanding) 


SENIOR HOUSE OFFICER 
Regional of Neuro-Surgery 


Vacancy shortly rs f the a ¢ pos ton 
abl f w Six twelve months The post flers 
useful surgka xpericnce and the opportunity of 
gaining a working knowledge f me logical diag 
noses Recornived tor FRCS Iwo refer 
required Appitcations to the Secretary, Frenchay 
Hospital, quoting NSI (61% 


GLASGOW AND WEST OF SCOTLAND 
NEUROSURGICAL UNIT beds) 
Killearn Hospital, Killearn by Glasgow 


SENIOR HOUSE OFFICER 

required for the above unit commencing on 
January 1. 1987 Salary £745 per annum, less 
charee of per annum for board and 
This post affords experience f neurology in 
addition t neuro-surgery, and is r enmized under 
the regulations of th rum Examining Board in 
Eneland for btaining the Diploma of Psychol 
gical medtcinc ils hy th \ ( Sur 
gcons in England as training in neur ay f 
the Fina Examination Ophbtha 
mology Apphcations, giving full particulars of 
xperience. together with the names and addresses 
f two referees, should be sent to th Secretary 


and Treasurer, Board of Management for Gla 


Western Hospitals, 10. Park Circus, Glasgow, 

within ten days of the appearanc f this adver 

tisement (637% 
OLDCHURCH HOSPITAL, Romford, Essex 


(722 beds) 


SENIOR HOUSE OFFICER, NEUROSURGERY 


required from January 18. 1957 Suitable for cand 

dates secking heher medical of surgical qualitica 
tions Recognized tor the F_R_CS. (Ene) Appiv 
to Secretary, Romford Group HM Olde hurch 
Hospital, Romford. as soon as possible $720 


THE MIDLAND CENTRE FOR 
NEUROSURGERY 
Smethwick, near Birmingham (75 beds) 


Holly Lane. 


SENIOR HOUSE OFFICER Resident 


Appointment for ne vear (renewable), will b 
available from February 1 1987 Applications 
with names of tw referees, to the Group Sccretary 
West Br ind District’ Hospitals Manage 
mem ¢ tee 


OBSTETRICS AND GYNAECOLOGY 


ONFORD REGIONAL HOSPITAL BOARD 


CONSULTANT OBSTETRICIAN AND 
GYNAECOLOGIST 


(part- can. for one session a week) 


to the Aylesbury High Wycombe Arca Department 
sith d s at Gerrards Cross Hospital (a gencral 
practioner hospita 36 beds Ap (ten 
ics i an Qualifications, nee and 
th names f thre referees should cach I 
tar Banbury Road, Oxtord, by Janua 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN OBSTETRICS 
AND GYNAECOLOGY 


Dewsbury, Batley and Mit d Group Resident 
(Ager gat b ind 22 a 
beds.) coanized for DRCOG Applications 
stating age. qualifications, and details of present 
and previous appointments (with dates), together 
with the names and addresses of three referees, t 
the Secretary mt Registrars Committee Park 
Parade. Harrogate. by December | 1956 (6028 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 


WHOLE-TIME REGISTRAR IN OBSTETRICS 
AND GYNAFCOLOGY 


to fill a vacancy in the approved traince establish 
ment at the Brighton and Lewes groups of hospitals 
The appointment will be in accordance with th 
Terms and Conditions of Servic { Hospita 
Medica id Dental Staff (England and Wales), and 
will be for one vear in the first instanc Applica 
tions. giving particulars of age, qualifications and 
experience with relevant dates, together with th 
names and addresses of tw referces. to be sent 
to the Secretary, Registrars Committec il, Port 
land Place. W 1, not later than December 22 19s¢ 

(6309 


BRITISH MEDICAL JOURNAI 


AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


ILFORD 


rer will be a vacancy for a 
RESIDENT SENIOR HOUSE OFFICER 


at the Barking Hospital (Maternity) Upney Lan 

Barking mn January 1. 1957 Salary will be at 
th rate of £745 per annum ess m ments 
Applicants should have been qualified not less than 
one vear Duties will include ante-natal work 
Applications, accompanied by copics of testimonials 
should be sent to the undersigned within seven days 
f the appearance of this advertisement-—-H. } 

Harris, Group Sceretary, King George Hospital 
Iford (6299) 


NEW CROSS HOSPITAL, Wolverhampton 


SENIOR HOUSE OFFICER 
required as sole resident for 46 obstetric beds 
Post recognized for D(ObstoR Married 
quarters available Applications to 
(6151) 


CHESTER CITY HOSPITAL 


Applications are 


rwo HOL SE. RGEON POSTS 


n the Obstetr and Gynaccological Department 
Vacant February 17 and March 26, 1957 Bott 
sts recognized for the DR.C.OG Application 
giving full details, together with the names and 
addresses of two referees, should be forwarded 
to the Hospital Seerctary 
KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


GYNAECOLOGICAL HOUSE SURGEON 
Required at Highland Court Annexe, a unit 


25 gynaccological beds. situated three miles from 
the above hospital, with all ancillary services ava 
able Recognized tor MR.C.OG Six months 
appointment Post vacam carly January 19* 
NHS salary d= conditions Applications 


recent testimonials, to 
Secretary at th 


together with copies of two 
be addressed to the Hospital 


above hospital 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOCRD 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
Bedford Genera! Hos 


equired mid-January at the 


pita Maternity Unt 60 beds. Gynaccologial 
Unu 26 beds Hospital may be visited by direct 
appointment Detaticd applications, with copies 
f two recent testimonials. to Group Secretary 
Bedford Groun Hospital Management Committee 
3. Kimbolton Road, by December 21. 1956. (6310) 


ST. CHAD'S HOSPITAL, 
Birm 


Hagley Road, 
ingham, 16 


SENIOR HOUSE OFFICER IN OBSTETRICS 
AND GYNAECOLOGY 


Appointment for 12 months and recognized for 
MRCOG Unit affiliated to Birmingham Univer 
sity. for ndergraduate clinical tuition Detailed 


two recent testimoniak 
Hospital). Bir 
(6422) 


with comies of 
Dudiey Road 


applications 
to Group Secretary, 
minzham, 18 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Southlands Hospital, Shorcham-by-Sea, Sussex 
SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
(55 Obstetric Beds, 29 Gynaecological Beds) 


Applications ar nvited r the above appoint- 
mem, tenable for one year, and recognized for the 
MRCOG The duties are mainly concerned with 
Gynacc ologica beds relieving Registrar and 
Obstetrical House Officer in Obstetrical Depart 
ment Post vacant about mid-January Appina 
toms, giving full particulars of qualifications and 

xperience, together with the names of two referees 
t whom application mav be made to be sent 
immediately to the Secretary. Southlands Hospital 

A. V. Oakton, Group Secretary (6311) 

FULHAM AND KENSINGTON HOSPITAL 


MANAGEMENT COMMITTEE 


Qualified medica practrioners are invited t 
for the wing \vacan 
St. Mary Abbots Senta, Marloes Road, 
Kensington, W.8 
HOUSE St RGEON 
(Obstetrics and Gynaecology) 

Post recognized for DRCOG n Obstetrics 
mmences Eecbruary 1 19457 


resident limited to six months Applications 
by D r 21. 1956, on forms obtainable from 
the Hospital Secretary (6497 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE AND 
WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


invited for the following 
which will be vacant round 


App thon are 
i of 
uarv | 1987 
Brighton General Hospital 
AND GY NAECOLOGICAL HOUSE 


OBSTETRIC 


SURGEONS (Two) 
(Post recognized for MRCOG) Vacant 
January 31. 1957, and February 3, 1957 


Southlands Hospital, Shoreham-by-Sea 


OBSTETRIC HOUSE SURGEON (One) 
(Post ganized for MRCOG) Vacant 
February 1, 1957 
Sussex Maternity Hospital, Brighton 
OBSTETRIC HOUSE SURGEON (One) 
Post recognized for D Obst R CO.G.) Vacant 
February |, 1957 
Candidates for all posts will be scen at the 


same intervicw Appjications for further detatis 

to the Physician Supefintendent, Brighton General 

Hospital, Elm Grove, Brighton (6377) 
a 


MID-SUSSEXN HOSPITAL MANAGEMENT 
COMMITTEE 


Cuckfield Hospital, Cuckfield, near Haywards 
Heath, Susyex 


JUNTOR HOUSE SURGEON 
(Obstetrics and Gynaecology) 


Post vacant January 16, 1957. Recognized for 
DRCOG. cxams Apply, with details of age 
nationality, experience, and two referees, to Group 
Secretary by December 15, 1956 (312) 


READING COMBINED HOSPITALS 
Area Department of Obstetrics and Gynaecology 
(100 beds) ‘ 


Applications are mvited from reemstercd meds 
practitioners for the resident post of 

HOUSE SURGEON 
Department The apporntment, which 
January 1, 195 is for one vear, with 
Gynaccology at the Royal Berkshire 
months in the Maternity Unit at 


to the above 
Vacant on 
months 
Hospital, and six 


Battle Hospital Both appointments ar recog 
nized for the Diplomas of the Royal Colles 
Obstetricians and Gynaecologists Writ stating 
age and qualifications (with dates). nationality, and 
present appomtment with copy of ne recent 
testimonial, to Secretary, Roval Berkshire Hospital 
Reading (612%) 
ROYAL INFIRMARY (300 beds), Sunderiand 


HOUSE OFFICER (Mate) 
duties in Gynaccological and Urologi 
Post vacant January, 1957 Provision 


required for 
cal Units 


illy registered practitioners may apply Applica 
tions, naming two referees, to the Hospital Secr 
tary. R Infirmary, Sunderland (6445) 
ST. LUKE'S HOSPITAL, Bradford 
(Beds —Maternity 125, Gynaecology 105) 
HOUSE OFFICER (Obst. /Gya.) 

Vacant February 1987 Recognized for 
DRCOG. and MRCOG Applications, wit 
opy testimonials, t Secretary Bradford R a! 
Infirmary (6541) 


SHRODELLS HOSPITAL, Watford (380 beds: 


Applications are invited for the post of 
GYNAECOLOGICAL HOUSE OFFICER 
(Pre- or Post-registration) 


to take up duty on January 1 If held 
registered medical practitioner the post wi he 
paid on J scale Applications, with 
of two testimonials, should reach the M dica 
Officer-in- Charge as soon as possible 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 
HOUSE OFFICER (Midwifery) 
quired Post recognized for D.Obst RR COG 
acamt January 1987 Ps ference given to pr 
registration indidates pplications, with copi 
of two testimonials, to Group Secretary. Genera 
Hospital, Ashton-under-Lyne, Lancs (Pr 6301) 


CHESTER ROVAL INFIRMARY 


Applications are invited for the post of 
HOUSE SURGEON (Gynuecological) 


Vacant on January 23, 1957 The post is recog 


nized for Pre-Registration § service Apphications 
together with the names and addresses of tw 

referees, should be forwarded to the Hospital Sec- 
retary, Chester Roval Iofirmary (Pr 6257 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 28 
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Obstetrics and Gynaecology—contd. 


FORTH PARK MATERNITY HOSPITAT 


Kirkcaldy (54 beds) 


RESIDENT HOUSE PHYSICIAN 


KING'S EYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfolk and King’s Lynn General Hospital 
(146 beds) 

nvited ' nost of 
RESIDENT HOUSE SURGEON 
Obstetrics /Gynaccology) 

(Post recognized for Pre-registration) 
h ta Ar he 
A 
fiat cme Groun 
Ix Lynn, Nor k 
P 


DISTRICT HOSPITAL 
COMMITTEE 


OLDHAM AND 
MANAGEMENT 


Oldham and District General Hospital 


ar nvited tor the of 
HOUSE SURGEON 
(Obstetrics and Gynaecology) 


Th st ia f ganized for pre-registration purposes 

th MRCOG and the DObst RCOG 

4 tine Ret N tl should be 

warded to the Group Secretary, Certral Offices 

Road ham (Pr 6447) 
SELLY OAK 


HOSPITAL, Birmingham, 29 
(Equipped beds 955) 


HOUSE SURGEONS (Gynae. and Obstetrics) 


Avatiat January 14 Recognized for 
MRCOG and pre-registration serv Appoin 
ment t for six month Apr Medica 
Superotendent, giving qualifications and x 

« ind en sing ypics of three stimon 

(Pr. S68 


SHREWSBURY HOSPITAL GROUP 


BRITISH MEDICAL JOURNAI 


UNITED MANCHESTER HOSPITALS 


Manchester Royal Eye Hospital 


Dec 1956 


LEEDS REGIONAL HOSPTIAL BOARD 


REGISTRARS IN ORTHOPAEDIC SURGERY 


1) Brad dR il Infirmary (62 orthopaecd« 
with add na required at 
acd ts in the Bradford (A) Gr N 
James's H ds (64 
ts nd th Put ens 
fen Ant st qua 
det s wesent and i 
‘ th ‘ 
rees, 1 y. R 


Apr ations ar mnvit the post of 
REG AR 
t above b ta Wr im st (non-res 
Tenat months. subject to 
Prev ex ’ 
Tt Terms s 
iH Medica nd D Stall 
1d H RN 
SHREWSBURY HOSPITAL GROUP | 
Eye, Ear and Throat Hospital } 
| 
| 
SENIOR HOUSE OFFICER (Ophthalmic) | 
nia 3 beds Post if t | 
DpOMS Vacant Jan A 1s | 
with »y testimonials to Gr Secretary, Roval | 


SUNDERLAND FYE INFIRMARY (60 beds) | 
(Recognized for D.O. and F.R.C.S.) | 


NIOR Hot SE 


male or req 


OFFICER | 
th t t 


y 
edi g two referees, to Hos 
Secretary, I Infirmary Alexandra Road 
Sunderland 


LEICESTER ROYAL INFIRMARY 


THE 


Applications are invited tor post (resident or 
non-resident) 


| 
SENIOR HOUSE OFFICER | 


Ophthaim: Department Applic: 
Secretary, N 1 Hospital Mana ment Cor 
the I st¢ Roval Infirmary mmediately 338) 


WOLVERHAMPTON AND MIDLAND | 
COUNTIES EYE INFIRMARY | 


SENTOR HOt = OFFICER 


required 100 beds and busy Out-patient Denart- 
nent Recognized for RCS ind DOMS 
tons Applications to Secre‘’ary (6451) 


BIRMINGHAM AND MIDLAND EYE HOSPITAI 
Church Street, Birmingham, 3 


HOUSE SURGEON 


required on March 1. 1987 Appointment for six 


i 
| 
| 
Cross Houses Hospital (34 maternity beds) | mon:hs it renewable Hospital carries resident 
staff tiv ind provides a two course f 
ORSTETRIC HOUSE SURGEON | wnstruction. Recognized for the D.O. (England 
Pre-registration post Vacant immediately | and FRCS (England) in Ophthalmology W ide 
App with oOpy testimonials Group nee ava ! in all branches including 
s tary Roval Salop 'tnfirmary, Shrewsbury } surgery Detailed applications to Group Secretary. | 
Pr. 6300 Dudley Road Hospital, Birmineham, 18 (6423) | 
| 
SOUTH LIVERPOOL HOSPITAL ROYAL BUCKINGHAMSHIRE HOSPITAL 
MANAGEMENT COMMITTEE Aylesbury, Bucks | 
HOUSE OFFICER, OPHTH Al MOLOGY 
Sefton General Hospital, Liverpool, 15 juired January 1 str nized for PO } 
(995 heds, 116 cots) Apoly. with two names for reference. to Secretary | 
crintendent (6475) | 
Applications are invited for th appointments of 
IWO RESIDENT HOUSE SURGEONS (Obstetric) GLASGOW EVE INFIRMARY 
howl become vacant at the at ” RESIDENT HOUSE OFFICER 
n March 1, 19 nd w for af | ired mmecdiately Ap nmiment is for. six 
as pr low hs and qualifies for pre tration f 1 in 
‘ t j with U ations | ms t Medica Sur tend G ¥ | 
M H Appl ’ ms may | nar 174, Berkeley Street. G a4 
vd f nt at th | 
<6 Cha Secreta to t | 
ORTHOPAEDICS 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
OPHTHALMOLOGY 
REGISTRAR | 
UNITED MANCHESTER HOSPITALS req 1 in the Orthopaedic and Fracture Depatt- | 
nt R Northern H H “ | 
London ) h n | 
Manchester Royal Eye Hospital fract n be pa | 
4 ations are invited for the post of S obtaina from, and ret Y 
PART-TIME (9 sessions) SENIOR HOSPITAL ‘ , Royal Northern Hoss N Y 
MEDICAL OFFICER (Non-resident) Decen B, 
‘ n ha t 
The Conditions f Hos CARSHALTON, QUEEN MARY'S HOSPITAL 
M Dental Staffs \ 7 FOR CHILDREN (853 beds) 
ust 
‘ with n ORTHOPAEDIC REGISTRAR 
t 4 t s | with som sure Juties, required App nts 
4 ns in t t nvited to visit th h vital by niment 
ta J Cat t United wit th » S ntend Ay tions 
Manches Hospitals, The Lode Oxford Road | h dt mad n fornts btainat from. the 
Manches l 9214) Gr p Secretary 6290) 


LIVERPOOL REGIONAL HOSPITAL ARD 


Alder Hey Children’s Hospital 


Applications are imvited tt st of 
ORTHOPAEDIC REGISTRAR 
with duties at the above hospital. Fort 
n t t wd I 
Ser Admir M 
I R Hospit B 
s Liv to be 


SHEFFIELD REGIONAL BOARD 


Louth County tafirmary (215 beds) 


WHOLE-TIME RESIDENT OR NON-RESIDENI 
REGISTRAR and Casualty) 
Appointment for one vear 
Secretary, Shefficld R. 
Board, O'd I sood R 1. Sheff 


SOUTH-EASTERN REGIONAL HOSPITAL 


BOARD, Scotlaad 
in 


REGISTRAR 


to the West Fife Group of H vitals iscd ) 
the Dunfermline and West H 
giving particulars of quali 
revious xperience and the “ 
referees, to the Sccretary Il. Drumsheugh G 
dens, Edinburgh, 3, by January §, 1957 


WELSH REGIONAL HOSPITAL BOARD 
REGISTRAR (ORTHOPAEDICS) 

Royal Gwent Hospital, Newport. Separate fract 

ind orthopaedic unit (36 bec 


X-ray and rehabilitation 

dent Subiect to review end of first sear Ap 
cation forms from S.A.M.O Temp { Peace 
Cathays Park, Cardiff, within 14 days (6516) 


ROYAL NATIONAL ORTHOPAEDIC HOSPITAL 
2é, Great Portland Street. Londons, W.1 
and Brockley Hill, Stanmore, Middlesex 

Applications are invited for the post of 

RESIDENT SENIOR HOUSE OFFICER 

(three vacancies) 
f six months. (1) To commence d 
on March &, 19 


for a period 


at Great Portland Steet 


commence duties at the (¢ intry Hospita Stan 
more n February 17, 1957. and March 
espectively Applications th be rece 
December 31, 195¢ Forms ’ 
btained from the House G 234, ¢ 
Portland St t. London, 


BIRMINGHAM, 15. ROYAL ORTHOPAEDIC 


HOSPITAL 


Recognized by Royal College of Surgeons. 1M 
beds for long and short-term orthopaedic cases 
(non-traumatic) and extensive out-patient services 


SENIOR mot SE OFFICER 

kK sintered medic 
xpericnce Applications, with 
names of referees, 1 Admin at 


practitioner 


moniais of 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 


to Orthopaedic and Casualty Departments RK 
demt accommodation available Applications 
the names of two referees, to Group §$ 


Burnicy General Hospita 


GENERAL HOSPITAL, Nottingham 
TWO SENIOR HOUSE OFFICERS 


(Orthopaedic and Fracture) 


required one mid-D. mber ne Februa 
The posts offer exceptional experience 
matic surecry Applications. stating age. a 


ms and experience nationality ek 
with copies of testimonials. to be sent to ¢ 
Secretary 


‘ nmen Ant 194 
‘ en r pre-re tration and 
M lent. East Fite Hospit BK 
M High Street, Kirk 
(Pros 
| 
t \ 
laree \ | 
1957 Establishment t full-tim Junior Staff of 
| three SHOs. Ex nt facilities for posteraduat ee 
study and clinical and operatiy experience In 
ee fications. present and previous appointments (with 
fates), naming three referees 
| 
| 
| 
(63 
624 
| 


— 


Dec. 8, 1956 


Orthopaedics—contd. 


ORTHOPAEDIC AND ACCIDENT HOSPITAL 
eweastle Road, Sunderiand 


RESIDENT S.1LO. 


required (ma or female) Post recognized for 
asua unspecified sur@ical experienc inder 
FRCS gulations Vacant Januar 
App! ming two reterees, to Hospital Se tary 

#447) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


SENIOR HOUSE OFFICER 


n accidemt and orthopacdic surgery and children’s 
surgery Vacant mid-January Recognized for 
FRCS > with two recent testimonials, to 
Sc tary rintendent (6032) 


ST. PETER’S HOSPITAL 
(Late Botleys Park War Hospital) 
Chertsey, Surrey (430 beds) 


ORTHOPAEDIC HOUSE SURGEON 


required immediately Orthopacd ¢ beds 
SHO r (Gntern grade) Post recogemzed 
for FRCS. and pre-registration service Prefer 
ence given to provisionally registered candidates 
Salary nm accordance with terms and conditions 


ealth Service Applications, together 

addresses of referees, to be sent 
Superintendent. St. Peter's Hos 
pita Chertsey, as soon as possible ‘RHo 


HOSPITAL (278 beds) 


SENIOR HOUSE OFFICER (Orthopaedic) 

Required for the above hospHal (Orthopacdic 
Unit 74 beds) in February This hospital is the 

ntre to which all trauma from 4 laree industria 
town and port is directed. thus providing excellent 
experience in the treatment of traumatic conditions 
Applications with copies f testmonials, to be 
submitted as soon as possible t the Secretary 
Southampton Group Hospital Management Com 
mittee. Bullar Strect. Southampton (6506 


SOLTH MANCHESTER 
Withington Hospital, Manchester, 20 


SENIOR HOUSE OFFICER (Orthopaedics) 


required at the above hospita This post offers 
excellent experienc for persons who ultimately 
intend to specialize in Orthopacdics and accidem 
work In addition to the routine Orthopacdic 
duties of a general hospital, the unit carrics out 
the reconstructive sure:cal programme of paticnts 
from th Devonshire Rova Hospita Buxton 
which has a regional catchment arca Applications 
with full details, and the names of two referees 
to be forwarded to the Group Secretary, Withing 
ton Hospital, as soon as possibic (6822) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


HOUSE OFFICER 


in accident and hopacdic surgery and children’s 
surecry R anivved for F.R.CS Pre-rcgistra- 
tion post, but registered practitioners invited to 
app'y Arn with two recent testimonials, to 
Secretary -Superimicndent (6033) 


BARNET GENERAL HOSPITAL 
Wellhouse Lane, Barnet, Herts 


RESIDENT HOUSE SURGEON 
Department of Orthopaedic Surgery 
Pre-registration post. vacant January 10 
Detailed applications, with copies of two recent 
testimonials. to Hospital Secretary (Pr.6225) 


1947 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required January 19 for Orthopaedic, E.N.T., and 
Eve Departments Pre-registration post Applica 
tions, stating ag qualifications and expericnce 
with copies of two recent testimonials, should be 
sent immidiately to Group Secretary at above 
address (Pr. 6326) 


HEXHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Hexham General Hospital (309 beds) 


HOUSE OFFICER PAEDICS 
A vacancy will occur on January 1957, for a 
House Officer (pre-registration) in -Orthopacdics 
The hospital is recognized by the Royal College of 
Surgeons Applications, with names and addresses 
of two referees, to be received by the undersigned 
as carly as poss Dic W_ Stokell, Group Secretary 

General Hospital. Hexham, Northumberland 
(Pr.6591) 


BRITISH MEDICAL JOURNAL 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Fracture and Orthopaedic Department 
vacant on January |, 1987 Approved pre-registra 
tion post Applications with copies of recent 
testimonials. to the Hospital Secretary (Pr. $973) 


PAEDIATRICS 
LEEDS REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT IN) PAEDIATRICS 
(seven notional half-days per week) 

For dutics mainly at hospitals in Hu Additional 

duties at East Riding hospitals Person appointed 


to reside in Hull Post vacant on May |, 1987 
Applications (12 copies), stating age, qualifications 
and details at intments held (showing dates) 
with mames and addresses of three referees. to the 
Secretary, Park Parade, Harrogate, by December 
19 1956 (6034) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London, W.C.1 


Th is a vacancy for a 
“RESIDENT ASSISTANT PHYSICIAN 
(Grade, Senior Registrar) 
Full particulars and form of application, which 
must be returned not later than January 14, 1957 
are. Obtainab'e the undersigned.—H I 
Rutherford, House Governor and Sccretary. (6508) 


THE HOSPITAL FOR SICK CHIL ra 
Great Ormond Street, London, W.C. 
There will be a vacancy in February, 1957, for 
MEDICAL REGISTRAR and PATHOLOGIST 
(Senior Registrar) 

In September. 1958. the successful candidate will 
ibly be scconded to Uganda to work in 
pacdiatrics for a period of two years in the Great 
Ormond Street Liaison Scheme under the Uganda 
Med‘cal Service, after this period he will return 
to Great Ormond Street for a further year Full 
paticulars and form of application, which must be 
returned not later than Monday, January 14, 195 
may be obtained from the undersigned.—F. H 
Rutherford, House Governor and Secretary (6507) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormord Street, London, W.C.1 


There wil] be a vacancy on March 6, 1987, for an 
ASSISTANT RESIDENT MEDICAL OFFICER 
(Grade, Senior House Officer) 
at the Country Branch Hospital, Tadworth, Surrey 
(101 beds) Further particulars, and forms of 
pplication, which _must be returned not later than 
Monday, January 1957, are obtainable from the 
undersigened.—H. F. Rutherford, House Governor 
and Se-retary (HORS) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Paediatrics) 
required January 2, 1987 Post recognized for 
DCH and duties as laid down by Consultant 
Paediatrician. at Queen's Park Hospital! and Roya 


Infirmary Blackburn. Victoria Hospital Accring 
ton (General Hospitals), and Park Lee Hospital 
Biackburn Hospital Apply to Secretary 


H.M.C. Office. Royal Infirmary, Blackburn. (*999) 


DERBYSHIRE CHILDREN’S HOSPITAL, Derby 
(86 beds) 


HOUSE SURGEON (Pre-registration) 
or SENTOR HOUSE OFFICER 


Vacant January 29 1987 Recognized for 
DCH Appiy immediately, statine full particulars 


and two names for reference, to Group Secretary 
No. | Hospital Management Committee, Babington 
Lance, Derby (6333) 


HAM CHILDREN’S HOSPITAL 
beds. (Recognized for D.C.H.) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
falling vacant at the end of January The post 
is tenab’'e for six months or a year by agreement 
Applications with copies of two testimonials 
should be sent to the Secretary, Nottingham Child- 

ren’s Hospital, Chestnut Grove, Nottingham 
(6542) 


SHREWSBURY HOSPITAL GROUP 


Children’s Unit, Royal Salop Infirmary, 
Shrewsbury 


SENIOR HOUSE OFFICER or HOUSE OFFICER 
(Paediatric) 

Appointment for six months in the first instance 
The Unit consists of medical, surgical and fever 
beds Vacant January §, 1957 Applications, with 
copy testimonia's, to Group Secretary, Royal Salop 
Infirmary, Shrewsbury (6303) 
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SOUTH MANCHESTER H.M.C. 
Withington Hospital. Manchester, 20 


SENIOR HOUSE OFFICER (Paediatrics) 


resident of non-resident, required immediately tn 


the Obstetrical Unit at the above hospia with 
over 2.000 es Per annum Some sessions may 
be a ated at the Duchess of York Hospital tor 
Babies and Wythenshawe Hospital which are 
within the Group Applications, with full details 


to be torwarded to the Group Secretary, Withine 
ton Hospital, within seven days of the appearan 
of this advertisement (6.98) 


WEST HERTS HOSPITAL, Hemel Hempstead, 


SENIOR HOUSE OFFICER (Paediatrics) 
Applications are invited for the above post, which 
is recognized for the DC.H Applications, giving 
two names for reference, should be sent to the 
Hospital Secretary at once (S860) 


LIVERPOOL REGION CHILDREN’S HOSPITAL 
MANAGEMENT 


Applications are invited for 
SENIOR HOUSE OFFICER and 
HOUSE OFFICER Pbsts 
Vacant March 1 1987 The appointments 
arc normally for a piriod of 12 months on a 
rotatine internship in various specialties throughout 
the hospitals im the Group The posts are open 
to practitioners and pre-registration 
applicanis Further particulars may be obtained 
from the Medical Superintendent Applications 
together with copres of recent testimonials, should 
be forwarded to the Group Secretary Alder Hey 
Children’s Hospital, Liverpool, 12 


SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITIFE 


Salisbury General Hospital 


PAFDIATRIC HOUSE OFFICER 
Odstock Hospital, SS medical and survical beds 
Recognized for DCH Vacant January 25 
Applications, with names and addresses of tw 
referees, to Group Secretary, Odstock Hospita 
Salisbury (6000 


THE UNITED SHEFFIELD HOSPITALS 


Children’s Hospital 


Applications invited from registered medica 
practitioners for the resident post of 

HOUSE PHYSICIAN to the Professorial Unit 
at the above hospital Vacant January 19, 1957 
(six months) Applications, stating agc qualifica- 
fioms and experience with the names of thre 
referees (or copy testimonials), should rcach the 
Superintendent, Children’s Hospital, Western Bank 
Shefficid, 10, not later than December 18, 1956 


CENTRAL WIRRAL GROUP 


Clatterbridge Hospital, Bebington, Cheshire 
(819 beds) 


HOUSE OFFICER, PAEDIATRICS 


for unit of 82 beds Recognized pre-registration 
and DCH Six months commencing March | 
1987 Salary according to previous posts held 


Application forms, obtainable from Hospital Secre- 
tary, to be returned by December 17, 1956 
(Pr 6436) 


CHILDREN'S ANNEXE, LUTON AND 
DUNSTABLE HOSPITAL, Luton, Beds 


RESIDENT PAEDIATRIC HOUSE OFFIC ad 


required January 1, 1987 The post is recogni 
for the H.. and as a second pre-registration 
post im medicine The duties will cover both 


medical and surgical wards Applications to b 
sent as soon as possible to the Secretary, Luton 
and Hitchin Group Hospital Management Com- 
mittee. St. Mary's Hospital, Luton, Beds. (Pr.6036) 


COVENTRY AND WARWICKSHIRE AND 
GULSON HOSPITALS 


HOUSE OFFICER IN PAEDIATRICS 
Recognized pre-registration and DC.H. Resident 
Vacant carly January Applications to Secretary 
Group 20 Hospital Management Commitice, Coven- 
try and Warwickshire Hospital, Coventry (Pr 6340) 


SELLY OAK HOSPITAL, Birmingham, 29 
(Equipped beds 955) 


HOUSE PHYSIC = (Paediatrics) 
Available February 20 Recognized for 
DC.H. and pre- service Appointment 
tenable for six months Apply Medical Super 
intendent, giving qua'ifications. age. and expericn 
and enclosing copies of three testimonials. (Pr S688) 


WEST SUFFOLK GENERAL HOSPITAL 
Bury St. Edmunds (261 beds) 


HOUSE PHYSICIAN 
for Pacdiatric and General Medical duties. Recoer- 
nized for pre-registration App ications, with names 
of three referees, to Hospital Secretary (Pr.6055) 
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4X 
HOSPITAL 
OXFORD REGIONAL HOSPITAL BOARD SPRINGFIELD AND SWINTON 
PATHOLOGY MANAGEMENT COMMITTEE 
WHOLE-TIME ASSISTANT PSYCHIATRISI : 
BIRMINGHAM ACCIDENT HOSPITAI (Senior Hospital Medical Officer) Springtield Hospital, Crumpsall, Manchester, & 
to the Pewsey Hospital (or mental defectives 
REGISTRAR, PATHOLOGY Wie gad is end remiscs with Application are invited for an add 
P n r fon spointment 
r Pat) sychiat t-patient k Su area 
> Experience of work in a mental! def stitu HIATRIC REGISTRAR 
rom k n ess and possessor ta DPM. @ il ntal hospital wi 
la ible Ma j mmodation va The xls vestigatl and a 
> th t I rate is high 1 
lctails ma bia j \ s (ten copies Chink at hospita tics W 
MANCHESTER REGIONAL HOSPITAL BOARD | qualif and nan attend at the D.P.N 
f thece referces, to reach the Secretary, Res University of Manchester (w D 
South chester HVLC... Hospital B d 43, Banbury Read. Ovni P hia whe this hos; 
Withington Hospital, Manchester, 20 December 31, 1956 at these lectures ts not tin 
nicn take th Manch 
The Boa ations for the post of WESTERN REGIONAL HOSPITAL BOARD 
ston ta ‘ as | are avited vine n he National Healt Sc 
for the D Path. examination. an WHOLE TIME ASSISTANT HIATRIST hospital may be visited by arranecs 
\ Sala ' J i ictatis x et “ 
forward the ¢ ex). stat la f as as 
Withimton Hospital, Manchest 
2 hd t the S t SHREWSBURY HOSPITAL GROLP 
H tal Boa 64 West R Glasgow 
NORTILWEST METROPOLITAN REGIONAL 
t in 3 Shelton Mental Hospital (1.000 beds) 
to t Health Ser Scot JUNIOR HOSPITAL MEDICAL OFFICE 
BROMHAM HOSPITAL, near Bedford DPM Applications to Medical Sur 
A . (4M beds for mental defectives) and 60 at Annexe nt 
- H | REGISTRAR IN PSYCHIATRY COMMITTEE 
sc Lan mn | 
rea H 
t t wi Med nt \ ar d for the post 
WESTERN REGIONAL HOSPITAL BOARD forms ot at HOSPIT Al MEDICAL OFFICER 
tains t B (Psychiatry) 
’ r i g iG p Hu M ment Committ t Winterton Mental H ta 
in t n Road, B xceeding rs 
SENTOR REGISTRAR IN PATHOLOGY EAST ANGLIAN REGIONAL HOSPITAL t thts ’ al ~=hospita 
H t 1 B BOARD ’ f treatm 
\ stating dat REGISTRAR IN) PSYCHIATRY | cornized DPM R 
East Suffolk Mental Hospitals. St. Clements Hospit 
f is) and St. Audry’s Hospital, M moderate charg Cond 
\ H near W (1.150 bed Mee with the tes 
4 \ gow, ¢ t D G H Th Whit t 
’ s subse tt ‘ \ ‘ iting ‘ 
R f Both hospit the DPM At tester . n 
COMMITTEE to B “« Senior Administrat Medica s f he dat f this adv t W 
1 Chesterton Road, Cambrid Gill. G Secretar 
APPOINTMENT OF RESIDENT ASSISTANT | December 19S¢ Candidat invited to 
CLENTICAL PATHOLOGIST visit hose by direct arranecment with th BOARD OF MANAGEMENT FOR GLASGOW 
R \ t Chir Pathologist the Superintendent, St. Audry's Hospita | NORTHERN HOSPITALS 
6328 
n at North Staffs Royal | plications i ra post of 
me is states. but appl | LEEDS REGIONAL HOSPITAL BOARD st HOUSE “OFFICER (Male or Female) 
s wit than tw fication period Psychiatr hhill G Hos 
n spita a rk | nists ds fin fmisssons 
R f DC P and Diploma in Path Stanicy R Hospita Wakeficld ppr mately | and d treatab 
ns, with particulars of pr is D.P.M. The a 
testin ais Ip ava gute M a first \ 
ime Princes Road. Stok mTrent sired ate dance ations ap 1d t 
' ssit (S689 t tt Leeds Un sity wi rovided the 
== success! andidat is studying for the DPM. | decd immediately with th Secret | Ww 
WOLVERHAMPTON GROUP Ap tions, stating agc, qualifications. and details | ig. Place, Glasgow, C.3 ¢ 
The Royal Hospital t sent and previous appointments (with dates). | athe 
ther with th names and ddresses if wv 
tte Park Parade, Harrogate, by December |! Newmachar, Aberdeen 
flering x n train 
195¢ 
acant short lidates may visit Applications are invited from malic and tcmale 
att gis np ations (sr ary ctor r 
gist. Applications to Group Secretary, the | NORTH-EASTERN REGIONAL HOSPITAL 
nme - BOARD, Scotland | SENIOR HOUSE OFFICERS 
HOPE HOSPITAL, Salford, 6 | | in the above modern mental hospital of 810 beds 
| Applications are invited for the full-time post of | Residential accommodation is available The 
Salford Hospital Management Committee SENIOR REGISTRAR ~ PSYCHIATRY | hospital is recognized for study for the D.P.M 
RE SIDENT CTINICAI PATHOL OG ist | Duties are in tation and w | and there is close association with the Universit 
SHO «¢ ie quired for G p | ratory at | the Department f Psychologica Department f Mental Health Posts “ 
H H Post vacant end lanuary. | Infirmar nder the Board of Ma tenable for one year in the first instan Nat i! 
P n path ev not enary Aberdeen Gencral Hospitals Health Service conditions apply Applicati for 
\ thorns taten qualification und ta Newma ur, and the Rova | locum tenens posts will be considered App 
with th vames and address f under the B 1 of Management f rdeen | a2 details of experience and 
h { be addrewed to the Hospita Mental Hospitals Candidates sh exper two referees, should be lodecd w 
(Asst) | en in their specialty and pref the Aberdeen Mental Hospitals. 6- 
ippropriat higher qualification ad. Aberdeen, within fourteen days 
. ‘. giving two names for referen sub this advertiscment 4 
PSYCHIATRY | mitied by December 22, 1956, to tary 
Albyn Place. Aberdeen. from rther LANCASTER MOOR HOSPITAL, Lancaster 
NORTH-EASTERN REGIONAL HOSPITAL | particulars may be btained (6138) (R 
y bta iN egional Mental Hospital) 
BOARD. Scotland 
Appli ted full-time post of OXFORD REGIONAL HOSPITAL BOARD Applications invited post 
DEPUTY PHY suc st PERINTENDENT SENIOR HOUSE OFFICER ‘(Resident 
Kinescat H Newmachar Aberdeenshire WHOLE-TIME REGISTRAR IN PSV¢ HIATRY Roard and residence for unmarricd applicant 
The st Consultant status and the officer St. John’s Hospita Ston mear Aylesbury (770 | able. for which a charge of £150 per annum ts ma 
ipporr jw a jt take part in the heds) Marricd r sinele, unfurnished r part | Hospita which has 2.700 beds, serves ™ 
Ps alr Ss { the Region K dent |} furnished accommodation availab! Appointment Lancashir Westmorland, and parts of the W 
" mmoda n sbic at Kineseat Hospita | for me year ivailatle for extension to a sccond Riding of Yorkshire. and has at admissior 
\ cat (1. together with th names | year Candidates may the hospital bw arranec Imost 800. of which are voluntary 
f two referees, sh i be submitted by December ment with the Physician Superintendent Applica- | modern forms of treatment § arc carried ' 
1956. t the Secretary, |. Albyn Place. Aber tion forms from the Sccretary, Registrars Com Facilities afforded to attend D.P.M. course. Sala 
decn, from whom rther particulars of the | mittee. 43. Banbury Road, Oxford, to be returned | according to National Terms and Condition 
ppointment may De «otMaimed (6379) by December 31, 195¢ (6329) Service Apply Medical Superintendent 
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Psy chiatry—contd. MANCHESTER REGIONAL HOSPITAL BOARD MASONIC HOSPITAL 
Ravenscourt Park, London, W.6 
SOLTHERN GENERAL HOSPITAL TWO POSTS OF SENIOR REGISTRAR EN 
Glasgow, §8.W.1 RADIOLOGY Applications are invited for the post of 
as follows: (a) South Manchester Group of Hos RESIDENT SURGICAL REGISTRAR 
SENIOR HOUSE OFFICER IN PSYCHIATRY | pitals, main'y at Withington Hospital. (b) Salford appointment about January 1, 195 Gross salary 
Wri immediately to Secretary Board of Group of Hospitals, mainly at Salford Royal and Grst vear {850 (residential emoluments of £130 
Managcm Glasgow South-Western Hospitals at Hope and Roval Manchester Children’s Hos deducubie); second y 
1301, Gova Road, Glasgow, SW 1. naming two pitals Arrangements may later be made for the ments of £145 deductible) Please state age, quali- 
referees (654 persons appointed to transfer to the United Man fications, past and present appointments, and in 
chester Hospitals for further experience and train clude two recent testimonials and or the names 
SULTH LIVERPOOL HOSPITAL ing Appticauion forms, obtainable from the Senior two referces Applications should reach the 
MANAGEMENT COMMITTEE Administrative Medica Officer of the Board undersigned (from whom further information may 
Cheetwood Road Manchester, s should be be obtained) as soon as possible, and in any event 
Sefton General Hospital, Liverpool, 15 returned by January 2. 1957 (6512) not later than December 13, 19%¢ R. E. Lawson 
(995 beds, 116 cots) | | Secretary and House Governor (S864) 
Applications are invited for the appointments of ' | BIRMINGHAM ACCIDENT HOSPITAL 
TWO RESIDE SE PHYSICIANS RADIOTHERAPY Birmingham, 15 (215 beds) 
(Psychiatric) 
which will become vacant at the above-named SHEFFIELD REGIONAL HOSPITAL BOARD SURGICAL REGISTRAR 
hospital on March 1. 1987, and will be for period Duties with Burns Unit Possible transfer t 
{ six months These posts a approved as pre Accident Surgery team after six months. General 
atr nosts Sheffield National Centre for Radiotherapy Surgical experience essential, higher qualifications 
ceistration The ms and condi as 
servic will t in a rdan with the regulations m an advantage Application forms from Secretary 
of the Ministry of Health Application forms may > . 4 Selly Oak HM Oak Tree Lane, Birmingham 
he obtained from th ndersigned. to whom they WHOLE. SIME oe SENIOR 29, to be returned by December 17. Candidates 
houl ned at thar ursc 1 may visit hospital 
(Pr.6185) in Radiotherapy or a higher qualification in KING EDWARD VII HOSPITAL. Windsor 
medicine of surgery Duties mainly in Shefficid 
but there may be occasional duties at associated RESIDENT SURGICAL REGISTRAR 
sntres in the region. Appointment for one year in 
RADIOLOGY cee f required. February Application forms obtain 
first — able from. and returnable to, Secretary, Windsor 
. retary nefhiel spital Group HMC Alma Road. Windsor. by Decem 
WELSH REGIONAL HOSPITAL BOARD Fulwood Road. Shefficid. by Decembcr 17. 1956 ber 23 . penne 
giving age. nationality, qualifications, present and z 
CONSULTANT RADIOLOGIST t 
to serve the Glantawe Hospital Management Com LIVERPOOL REGIONAL HOSPITAL BOARD 
eu le a wpe anage ‘ ) 
mittee, based at Liancily Hospital, with visits & . 
wher hospitals in the Group Opnonal whole THE UNITED LEEDS HOSPITALS Sefton General Hospital 
im maximum hart-time appomtment Applic 
tions thre Applications are invited for the post of 
SAMO. Temple of Peace. Cathays Park. Cardifi The General Infirmary at Leeds RESIDENT SURGICAL REGISTRAR 
within 20 Gane 6514) with dutics at the above hospital The post is 
recognized for the F_R.CS Forms of application 
MANCHESTER REGIONAL HOSPITAL BOARD RESIDENT RADIOTHER APY OFFICER from, and to be returned to, Dr. T. Lloyd Hughes 
(Senior House Officer Status) Senior Administrative Medical Officer, Liverpool 
Whole-time F tie required for a period of six months The post Regional Hospital Board, 19, James Street, Liver 
hole-time,  non-residen affords facilities for training for D.M.R.1 Con pool, 2, to be received not later than December 22 
ASSISTANT RADIOLOGIST (S.H.M.0O.) ditions of service for hospital medical staffs apply 1956.—-Vincent Collinge, Secretary to the Board 
to the Stockport and Buxton and Macclesficid and Applications, stating axe qualifications, previous (6465) 
District Hospital Centres, mainiy at the Maccles- (with dates), and three names for reference 
field General Hospital, Stockport Infirmary and be sent to the Secretary to the Board as NEWCASTLE REGIONAL HOSPITAL BOARD 
Stepping Hill Hospita Stockport Wide experi- SOON as possible (6425) ; 
ence, higher qualifications essential Appointee t Special Area Committee for Cumberland and 
work under general guidance of consultants Appl North Westmortand 
ation forms the Senior Admuinistrativ¢ East Camberland Group of Hospitals 
Medical Officer to the Board, Cheetwood Road SURGERY 
Manchester, 8 to be returned by December 21 ————— SURGICAL REGISTRAR (Resident) 
1956 (6511) NORTHERN IRELAND HOSPITALS a ee one year in the first instance with 
AUTHORITY likelihood of extension Main duties at the Cum 
EASTERN REGIONAL HOSPITAL BOARD berland Infirmary, Carlisle (340 beds) The post 
(Scotiand) vacant as from middie end of January, is recor 
. APPOINTMENT OF CONSULTANT SURGEON nized under the F_R_C.S. regulations Applications 
Radiodiagnosis | The Authority invite applications for a post as with names and addresses of three referees, to th 
Dundee Teaching Hospitals nsultant Surgcon at hospitals managed by the S.A.M.O., 72, Warwick Road, Carlisle, within 14 
Downpatrick Hospital Management Committee from divs (6427) 
Applications are invited for an appointment as | February 1, 1957 he appointment will be on a “ 
| ST. HELIER HOSPITAL, Carshalton, Surre 
SENIOR REGISTRAR in Radiodiagnosis part-time basis of seven half-days per week, and 
at Dundee Royal Infirmary (510 beds) } th and will in Applications invited for the post of 
} with the application o he men port «to 
The main general tcaching hospital associated with | Nine [eciead Applications te be made on 2 SENIOR SURGICAL REGISTRAR 
the University of St Andrews Possession of the form obtainable (with further particulars) from th which becomes vacamt at the end of February 
Diploma in Radiology is essential Salary and | Cocretary Northern Ireland Hospitals Authority The post is open to Dominion graduates only, and 
nditions of service in rdance with National | 4446 Queen Strect, Belfast, and to be returned is tenable for a period of two years. Possession of 
Agroement Forms f pplication and further | them 23. 1086 (6411) FRCS. necessary Forms of application. to be 
particulars from the Secretary to the Board, 430 | “. “ . returned by December 21, may be obtained from 
Biackness Road, Dundee. with whom applications | the Group Secretary at above address (6042) 
must be lodged not later than December 22, 195¢ | THE UNITED LIVERPOOL HOSPITALS 
(6139 STAFFORD GROUP 
Anplications are invited for appoimtment as 
LIVERPOOL REGIONAL HOSPITAL BOARD | CONSULTANT SURGEON REGISTRAR, SURGERY 
| ’ Resident. Duties mainly at Staffordshire General 
Walton Hospital | The appointment is for five notional half-days a Infirmary (17S beds) and Yarnfield Recovery Unit 
| (although — ul for an beds) Recognized for FRCS Expericnce 
the person appointed will be required to under surgery essential, higher qualification desirah 
Applications are invited for the post of | take six notional half-days a week) with duties in Application forms from Ph semen 13 "Sosauaae 
REGISTRAR IN RADIOLOGY | the first nce at the Liverpool! Roval Infirmary Street, Stafford. to be returned by December 17 
with duties mainly at the above hospital and with | ' Phe appointment will be - junior status 1956 Candidates may visit hospital (6330) 
s ut at other nearby hospitals Forms f | Candidates must possess a rr gistrable qualification 
eer — fe m. and to be returned t Dr I and Fe wship of the Royal Colicge of Surgeons 
Region Hospits Board, 19 ull details present anc Cvious api 4 
pan oe t teeen y to be received not later | together with the names of three persons to whon should read the revised NOTICE at the 
ames ee crm ¢ received ater | . 
than December 22. 1956.-Vincent Colling s | referen may be made, to the Sccretary, 80, Rod- top of page 28 
retary to the Board (6464) ney Street, Liverpool, 1 (6485) 


Branches at 


i diff, Dublin 
Edinburgh, Glasgow, Bi ol, Car 


rmingham, Brist 


LTD. , Manchester, Newcastle 
MEDICAL INSURANCE AGENCY 
General Manoger - OL, IP. 
Cnairmen A_N. Dixon, ACI! Henry HILDR 


Euston 603 


ES ior the 
AND DENTAL CHARITIES Lic! 


Telephone 
Independen 


s To MEDICAL 


ice- 
DEFERRED PO unbiased adv! 


ai rebates. 


ALL SURPLU — 


> 
vite 
. 
< 
- 
} 
‘ 
oe 
Mis 
. 
Tork 
— 


40 BRITISH MEDICAL JOURNAI Dec. 8, 1956 


Surgery——contd. PLYMOUTH SOUTH DEVON AND EAST AMERSHAM GENERAL HOSPITAL 
es CORNWALL GENERAL HOSPITAL GROUP RESIDENT HOUSE SURGEON 
WIGAN AND LEIGH HOSPTTAI | , ired immediately This appointment in a bus 
MANAGEMENT COMMITTEE South Devon and East Cornwall Hospital, equire¢ F 
| Greenbank Road, Plymouth general hospital (including 136 acute beds, six resi 
RESIDENT SURGICAL REGISTRAR dents) affords experience Post recogmved 
required at Royal Albert Edward Infirmary, Wigan SENIOR HOUSE OFFICER IN SURGERY | for F.R.C.S. examinations. Pre-registration app 
nt < Pr Vacant February 1 ganized f the cants considered Apply names 
of =a x alificat gnized FRCS.—Arthur ‘ash Group Secret referees. to Secretary (034 
fox soly. with names of referees, | Nelson Gardens, Stoke, Piymouth % 
- ROYAL HALIFAX INFIRMARY (301 beds) 
NOTTINGHAM NO. HOSPITAL HOUSE SURGEON 
MANAGEMENT COMMITIEE SENIOR HOUSE OFFICER required Pre post-registration, recognized 
in General Sureery required Post vacant in FRCS. Post rs exceptional opportunities f 
Newark General Hospital January. 1957. Salary £745 per annum, with deduc- general expericnce in busy acut surgical unit 
tion of £150 op annum for board residen ck Enquiries and apphcations, with copies of tw 
JUNIOR HOSPITAL MEDICAL OFFICER Applications to the Group Secretary, Royal Halifax | Frecent testimonials, to Group Secretary, 3, Kin 
(Surgical) Infirmary. Halifax (6476) bolton Road, Bedtord is 
req r th i t ta situated on the 
Great North Road a simately 20 miles n | STROUD GENERAL HOSPITAL, Glos (52 beds) CAERNARVON AND ANG , 
tant Staff attending Newark Hospital are SE ER 
mor f th Nottingham hospitals required, mair rgery m appointment Applications are invited for the post of 
D t few months a flat will | ; as cokinal experience for those wish HOUSE SURGEON 
m juarters but + the meanume sine et nter actice Ap sions, naming at Llandudno General Hospita Liandudno (recoe 
t t wo refer tal Secretary (6454 nized f miment is for 
‘ » mmen as nes vacant i 
ne nam three Jar y tions sery 
ttinghan N i Genera i ta Applications are invited for the post of 
GERMAN HOSPITAL, London E.8 for a new Casualty Department. Vacant January I. | Group Sccretary. Plas Gwyn, Firiddoedd R 
(General 157 beds) = mer Bangor, within ten days of the appearance of t 
. 1495 pies of recent testi = 
‘SENIOR Hot st “Oren ER (General Surgery) mosials. to the Group Secretary. No. | Hospita — beds)” 
ach Group Secretary, Hackney Management Committe The Leicester Rovyai 
‘ ake nfirmary, immedia (6295 
Ho by December 14, 1956. qu Applications invite r post of 
oO 520 
~~ ag THE WEST HILL HOSPITAL, Dartford HOUSE OFFIC ER (Surgical) 
REHABILITATION CENTRE SENIOR HOUSE OFFICER (General Surgery) for six months. Applications, with copies of t 
Bath Row, Birmingham, 15 required from January 9, 1947 The post is recor testimonials to Group Secretary Cotchest 
nized for F.R.C.S. Diploma Applications, with 14, Pope’s Lane, Colchester, Essex 
SE NioR HOUSE SURGEON full particulars, to be sent to the Group Secre- (6486 
Applications r post vacant January 1 Hospital tary Dartford Hospital Management Committce 
twoumetic unery and treated The Bow Arrow Hospital. Dartford, Kent 6044) GENERAL HOSPITAL, Ramsgate (101 beds) 
+ new patients ast vcar including 2,100 
thermal injuries Post offers ample Opporwaity General Hospital, Margate (132 beds) 
for practical expericn in management of all types HOUSE SURGEON 
of in rth thorack abdomin and 
n ica Hospit és for Pembroke County War Memorial Hospital, Approved pre-registration posts Salary at the 
fospita recognizec Haverfordwest (163 beds) £96 
casualty training by Royal College of Surecons rate of £425 to = per — according to 
Apply with details naming two referees to SENIO HOUSE OFFICER (Surgical) experience less £125 for residential emoluments 
Administrator (6043) are invited r the post ms, with copics of testimonials, to H - 
BLACKBURN AND DISTRICT HOSPITAL which will become vacant on January 1 next. | ia! Secretary of appropriate hospital —? 
"MANAGEMENT COMMITTEE Salary and conditions of service as laid down PY | wont (a) GROUP HOSPITAL MANAGEMENT 
the Ministry of Health. Applications, stating are COMMITTEE 
SENIOR HOUSE OFFICER (General Surgery) qualifications expericnce and = nationality with ‘ 
‘ names and addresses of three referees, to the Hall Royal Infi (Sutt 
Bia Group Secretary, West Wales Hospital Manage jon) 
te cds ecogm Glaaawiti marthe 63 
FRCS. Apply to Secretary, HMC. Office, Roya ment Comumutt Glangwili. Carmarthen (6348) Applications are invited for the post of 
Infirmary. Blackburn (6007) LAMBETH HOSPITAL, Kennington, §$.E.11 HOUSE SURGEON 
Vacant now Recognized for F R.CS Nationa 
GENERAL HOSPITAL, Southend-on-Sea are Invited from salary scale and conditions Appointment will be 
registered medical practitioners w the position o for six months. terminable hb ne 
Applications ar inv for the post « able y one month's not 
SENIOR HOUSE OFFICER (Surgical | either side. Applications to the Hospital Secr: 
Post vacant January 16. 1957 Recognized for Vacant Janu 3, 19 The successtul candidate tary. Hull Royal Infirmary (S491) 
FRCS Gne alifi be requ to carry out a fortnight’s locum 
4 duty starting January 9, 1957. Application forms HULL “A GROUP HOSPITAL 
monigis, should reach the undersized at the hos. | {fm the Physician Superintendent. A stamped MANAGEMENT COMMITTEE 
pital by December 19. 1956.—J. C. Field, Secre- | uddressed envelope should be enclosed (6284) x 
643? Western General Hospital, Hull 
MILLER GENERAL HOSPITAL (180 beds) 
GRIMSBY HOSPITAL MANAGEMENT (Recognize for F.R.C.S. Examination) JUNIOR HOUSE OFFICER (Surgical) 
COMMITTEE HOUSE SURGEON required immediately Extensive surgical experi- 
Vacant mid-December. 1956. Six ate’ ence available under consultants, Recos 
County Hospital, Louth, Lines beds) nized for F.R.C.S. Apolications to be sem to th 
SENIOR HOt SE OFFICER (Surgical) and) testimonia t Secretary. G. & D Hospital Secretary (46949 
tions a d h e nosct St Allege’s Hospita S.E.10 (6209) 
MEDWAY AND GRAVESEND HOSPITAL 
toms, giving full details, together with t! ST. ALFEGE’S HOSPITAL, Greenwich, MANAGEMENT COMMITTEE 
: (373 beds) 
(Recognized for F.R.C.S, Examination) All Saints’ Hospital, Chatham 
HEXHAM AND DISTRICT HOSPITAI HOL = h RGEON HOUSE SURGEON 
MANAGEMENT COMMITTEE Vacant January 1 Six months” appoint Applications are invited for above post, vaca 
ment National salary and conditions Applica now. which is recognized for pre-registration » 
Hexham General Hospital (309 beds) on he and testim« mials to Secretary. G. & D vice Salary £425 to £525 per annum, accordir 
sie HMC. above Hospita (6210) to experience Applications, stating age, qua 
R HOL ROERY GENERAL ST. LEONARD'S HOSPITAL, Nuttall Strect. on and experience 
(Acute General 192 beds) copies three recent testimonials, to ¢ adc cas 
4 vacan n January 195 for a to the Hospital Secretary (6 
Sen H on » General Surgery h 
Applications are invited from registered or pro- 
h t he c2 
R y vislomally fesistered medical practhioners fer the NOTTINGHAM GENERAL HOSPITAL 
of tw fer received by the undersigned . TWO RESIDENT PRE-REGISTRATION OR 
HOL SE SURGEON 
18 y as W. Stoke up Sec 4 NS 
General tospital, Hexham | Pot vacant January 1957. Apolications. with REGISTERED HOUSE SURGEO 
. (6492) copies of two testimonials, to the Hospital Sec- required, one December 10, one January |! Ay 
: : retary by December 22. 1956 td) ations, stating age, qualifications and exper 
HULL “A” GROUP HOSPITAL toecther with copies of testimonials, to be sent 
MANAGEMENT COMMITTEE WEST LONDON HOSPITAL the Group Secretary rT, 
Hammersmith Road, W.6 ; 
Western General Hospital, Holl ROYAL HAMPSHIRE COUNTY HOSPITAL 
HOUSE SURGEON Winchester (313 beds) 
SENIOR HOUSE OFFICER st ae Wal (General and Orthopaedic) 
! immediately Ext : ntcresting required January 17 Pre-registration candidates HOUSE SURGEON 
n f time con considered fications, experience, copies to the Senior Surgcon Vacam January ! Ar 
RCS Apr tions two recent testimonials, to Secretary by December cations, with copies of two testimonials, 
aN . (6341) | 15. 1956 (6471) sent to the Group Secretary 


| 


Dec. &, 1956 


Surgery —contd. 


ROYAL VICTORIA HOSPITAL, Dover 


Applications are invited for the pre-registration 
appointment of 


FOUSE SURGEON 
at the Royal Victoria Hospital. Dover The post 


will become vacant about December 31 1956 
Salary, £425, £475 of £525 a year, according to 
experienc less £125 a year for residential 
emolum-nts Applications, giving details of age 
qua'iiications and experience together with the 
names and addresscs f tw referees, should be 
made t the Group Secretary, South-East Kent 
Hospital Management Committe: Ash-Eton 

Radnor Park West, Folkeston (6509) 


WARRINGTON GENERAL HOSPITAL (344 beds) 


Applications are invited for the post of 
HOUSE SURGEON (Male or Female) 
‘recognized for pre-registration) 


The post will become vacant on January 24, 19% 
Salary wi t 4425 1 £525 me annum, less a 
deduction of £125 for f residential emoluments 
The staffing f the Surgical Unit nsists of a 
Senior Registrar. R trar nd tw House Sur 
geons The post flers comprehensive taining 
in surgery Apply. giving tull particulars, to the 
ndcrsigned Henry Boot. Group Secretary 
Warrington and District Hospital Management 
Committee, ¢ o General Hospita Warrington 


Lanes (6417) 


WARWICK HOSPITAL (320 beds) 


HOUSE SURGEON 
Pre-registration or registered candidates may 


apply Good experience in General Surgery 

Vacant January 25 Married quarters availabie 
Applications, with two testimonials, to Medica 
Supermtendent 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Worthing Hospital, Road, Worthing. 
Sussex (210 beds acute general) 
The undermentioned vacancy will occur on 
January 1 9S7 
HOUSE SURGEON 
Applications from cither registered 
titioners of pre-registration candidates, stating age 
qualifications, experience. nationality, and enclosing 
copies of two recent testimonials, to be torwarded 
to the Hospita) Secretary as soon as possible 
A V. Oakton, Group Secretary (S975) 


FULHAM AND KENSINGTON HOSPITAL 
MANAGEMENT COMMITTEE 
Qualified medical practitioners are 
apply for the following vacancies 
St. Mary Abbots Hospital, Marloes Road, 
Kensington, W.8 
HOUSE SURGEONS 


medical prac- 


invited to 


Two vacancies Provisionally registered candidates 
eligible Appointments recognized for 
Appointments commence February 1 1957, are 


resident. and limited to six months Applications 
by December 21, 1956, on forms obtainable from 
the Hospital Secretary (Pr 6498) 


ST. CHARLES’ HOSPITAL, Ladbroke Grove, 
W.10 (581 beds) 


Applications are invited for 
posts, commencing January |. 1 
TWO HOUSE SURGEONS (General) 


Stating age 


the undermentioned 
987 


Pre-registration Applications quali- 
fications and experience, toxcther with names and 
addresses of two referces., to reach Hospital Secre- 
tary by December 18, 1956 (Pr.6365) 


NORTH DEVON INFIRMARY 
(105 beds) 


BARNSTAPLE, 


HOUSE SURGEON (Pre-registration) 
early January Applications to 


North Devon H.MC., 19. Alex 
(Pr. S887) 


Post vacant 
Group Secretary 
andra Road. Barnstaple 


BECKENHAM HOSPITAL, Kent (100 beds) 


HOUSE SURGEON 


required. Recognized for F.R.C.S. Pre-registration 
post Apply, stating age, nati nality, qualifications 
and experience and naming three referecs, to 


Administrative Officer (Pr.6510) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The Royal Infirmary, Bolton (237 beds) 


RESIDENT HOUSE SURGEONS (two) 
duties Both vacant early 


for gencral sureica 
recognized 


January, tenable for six months and 

under pre-registration service scheme Also recor 
nized for F.R.CS Applications, with names of 
referees » Group Secretary the Royal 


4 ) 
infirmary, Bolton (Pr 6334 


BRITISH MEDICAL JOURNAL 


BIRMINGHAM, SOLIHULL HOSPITAL 
Lode Lane. Solihull 


HOUSE SURGEON 


Pre-registration post Vacant January General 
hospital offering good experience Five other resi 
dent medica! staff Apply with copies of two 
recent testimonials r names tor reference to 
Medical Superintendent (Pr. 6343) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 
Poole General Hospital, Poole, Dorset 
HOUSE SURGEON (pre-registration) 
required The post. which becomes vacant on 
December 17, is recognized for F.R.CS and 
R.C.SAEdin ) Applications to the Hospital 
Secretary (Pr 6010) 


BOURNEMOL TH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 
Royal Victoria Hospital, Shelley Road, 
Bournemouth 


invited for the appointment of 
HOUSE SURGEON 


December 2 bi: 


Applications are 


GENERAL 


ants for subsequent House Physi 
nents The appointment is recor 
examination and tor pre 

Applications to the Hosptal Secretary 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burnley General Hospital (641 beds) 
Burnley Victoria Hospital (171 beds) 


RESIDENT HOUSE OFFICERS (Surgical) 

The appointments arc approved as Pre-registra- 
tion posts and recognized for F.R.CS Applica- 
tions, with tw references, to Group Secretary 
Burnley General Hospital (Pr 6245) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Rossendale General Hospital 


Applications are imvited tor the pre-registration 
post of 


HOUSE OFFICER IN GENERAL SURGERY 


at the above hospital Apply stating age 
nationality, and full details. together with names 
of two referees, to H. Wilkinson. Group Sccre- 
tary, Bury General Hospital. Bury, Lancs. (Pr.6187) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 
THREE HOUSE SURGEONS 


required Recognized for Pre-registration and 
RCS Vacamt January |. 10, and February |! 
1987 Each appointment is in a unit of approxi 
mately 8S adult and children’s General Surgical 
beds under control of two Consultant Surecons 


Detailed applications, with copies of three recent 
testimonials, to the Secretary (Pr.6472) 


FARNBOROUGH HOSPITAL, Kent (800 beds) 


TWO HOUSE SURGEONS 


required immediately Recognized for F.R.C.S 
Pre-registration posts Apply, stating age, quali 
fications (with dates), and experience, and naming 
Administrative Officer (Pr.6217) 


ihree referees, to 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 

County Hospital, Louth, Lines (215 beds) 

HOUSE OFFICER (Surgical) 

Applications are invited for this pre-registration 

post. vacant January ‘ next Applications, giving 

together with the names of two referees 

Hospital Secretary 
(Pr.6292) 


full details 
should be addressed to the 


GULSON HOSPITAL, Coventry (312 beds) 
HOUSE OFFICER IN GENERAL SURGERY 


Pre-registrauon Resident Applications to Group 
Secretary, Group 20 Hospital Management Com 
mittee. Stoney Stanton Road. Coventry (Pr 966) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 
Applications are invited for the undermentioned 

appomntments 
HOUSE SURGEON, General (ist or 2nd post) 
To commence January 1, 19457 

HOUSE SURGEON, General, Gynaecology and 
Obstetrics (ist of 2nd post) 
To commence January |, 1957 

mder FRCS 


Pr egistration posts Recognized 
ations Applications t Group Secretary 
Hertford H M.C.. County Hospital, Herttord, Herts 


(Pr 6091) 
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HEXHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Hexham General Hospital (109 beds’ 


HOUSE OFFICER GENERAL SURGERY 
A vacancy will occur on January 7, 19% for a 
House Officer (pre-registration) in General Surgery 
The hospital is recognized by the Roval College of 
Surgeons Applications, with names and addresses 
of two referees, to be received by the undersigned 
as early as possible W. Stokell, Group Secretary, 
General Hospitai, Hexham, Northumberland 
(Pr 649%) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal tafirmary (312 beds) 


HOUSE SURGEON (Female) 


required, to commenc dutics on December 23, 
1956 The post is recognized as a pre-registration 
ippointment and tor the FRCS Salary in 
accordance with National Scales Applications, 
together with copies of three recent testimonals, 
t be addressed to the undersigned as soon as 
possible H. H. Johnson, Secretary to the Manaue- 
ment Committee, the Royal Infirmary, Hudders- 
field. (Pr 6469) 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITIFE 


West Norfolk and King’s Lynn General Hospital 
(146 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON (General Surgery) 
(Post recognized for pre-registration) 
at the above hospital Appointment will be for 
six months in the first’ instance Post vacant 
January 1, 1987 Good off-duty Fight residents 
employed Applications, with names and addressca 
of two referees, to be forwarded immediately to 
the Group Seccretary of the above Committec, ¢ o 
St. James’ Hospital, Extons Road, King’s Lynn, 
Norfolk (Pr.5967) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
Kingston-upon- Thames 


Applications are invited from suitably qualified 


medical officers for the post of 


HOUSE OFFICER (General Surgery) 
(Two posts, pre-registration) 
which are available on February 1, 1957 Applica- 
tions, stating age, qualifications and experience 
with two recent testimonials, should reach the 
Physician Superintendent of the hospital within 


seven days of the appearance of this advertisement 
(Pr 6tts) 


KIRKCALDY GENERAL HOSPITAL, Fife 
TWO HOUSE OFFICERS 


required as at February 1, 1957 The hospite! has 
74 general surgical and orthopaedic beds a 
busy Casualty and QOut-patient Department i 


posts qualify for pre-registration Salary in accord 
ance with National Scales Apply. with copies of 
two recent testimonials, to the Medical Superin- 
tendent, East Fife Hospitals Board of Management 
2434. High Street, Kirkcaldy (Pr 6481) 


MAIDENHEAD HOSPITAL, Berks 
Applications invited for post of 
HOUSE SURGEON 
Vacamt January 14 Preference given to persons 
secking pre-registration post Applications, stating 
ine nationality, and qualifications, with names of 
three to Secretary (Pr 6050) 


referces 


NEWMARKET GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 

Vacamt January 1. 1957 Duties 
house charge of general surgical, and cye 
ascs. Post resident, and available for six months 
Recognized for pre-registration Applications. with 
copies of three testimonials, to the Medica! Super- 
intendent (Pr GIRS) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


include surgical 


Oldham and District General Hospital 


Applications are invited for the post of 
HOUSE SURGEON 
becoming vacant on January 24, 1957 The post 
recognized tor pre-reaistration purposes and 
FRCS Applications, quoting Ref. No. E 109 
e forwarded to the Group Secretary, Cen 
Offices, Rochdale Road. Oldham (Pr 6408) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 28 
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Surgery —contd. 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Oldham Reyal tofirmary 
Ar . ted { he post of 
HOUSE SURGEON 
4 I sti 
va G 

PEACE MEMORIAL HOSPITAL, Wattord, Herts 
(208 beds) 

Ape ns the post of 
HOUSE RGEON 
ar RCS Sa rd 
NHS Sa 4 
t monials. Ad at 
(Pr ¢ 
PLYMOUTH, SOLTH DEVON, AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


Seuth Devon and Cornwall Hospital, 
Freedom Fields, Ply mouth 


HOUSE SURGEON 


Pre-reemtration st Vacant January 1 19 
ad for th FRCS Arthur R Cash 
Secretary 7 Nelson Gardens Stok 


Pivmoutt Pr 


DEVON AND EAST 
HOSPITAL GROUP 


PLYMOUTH, 
CORNWALI 


SOUTH 
GENERAL 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


HOt = SURGEON 
Pre-reewstration post immediately 
K en for th Arthur R Cash 
CGrour Secretary Nelson Gardens Stok 


Plymouth Pr 61st 


PRESTON HOSPITAL, North Shields 


SE SURGEON 


P registra appointments vacant in January 
Preston spita ne Iynemouth Infirmary 
\ with mames of tw ref 
(Pr 6305 
REDHILL COUNTY HOSPITAL 
Common, Redhill 
HOUSE SURGEON 
Pre-registration post vacant Fet yruary Recor 
rRCS G spect f Hous 
Ph ument to f f yuired 
\ G tary Red H™M<¢ 
‘ Mount Pendle » Road Redh Ss 
ROYAL INFIRMARY, Sunderiand 
HOUSE SURGEON 
juired Post, vacant January. 1957. is re enized 
gstration exe mn Apply. naming tw 
to the Hospital Se tary, R al Infirmary 
s ! and Pr 6448) 


ROVAL SUSSEX COUNTY HOSPITAL (312 beds) 


HOt st SURGEON (including 


ginning January gistration and 
if FRCS Am stati sua 
namne tw ferees th Ad 
K Sussex County 
iPr 


ST. ALBANS CITY HOSPITAL 


St. Albans, Herts (384 beds) 

HOUSE St RGEON Officer grade) 
tt gencral surgical teams 
‘ rRCS Post int Janua 

nat f hs Pref 
kine the Med 
\ \ Se Mid-H 
M ment Committes Bicak 
‘ Alban Pr 604 
ST. MARY'S HOSPITAL Eastbourne 
HOUSE SURGEON 
Pre-rer t icant December 
“ umd tw feren Group 


Iw Road. East rn 


Pr 6048) 


SELLY OAK HOSPITAL, Birmingham, 29 
(Equipped beds 955) 
HOUSE SURGEONS 
4 ’ availat F uary 
R gis 
M 
ne 
‘ test Pr S693) 


BRITISH MEDICAI 


JOURNAI 


SHREWSBURY HOSPITAL GROUP 
Royal Salop Infirmary, Shrewsbury (216 beds) 
HOUSE SURGEON 
Va ary f ree ation wn 
t R j FRCS 

\ with testin ( 
S R al Sa na Shrewsburt 
Pr 
SOUTH LIVERPOOL HOSPITAL 
MANAGEMENT COMMITTEE 
Sefton General Hospital, Liverpool, 15 
(995 beds, 116 cots) 
Ant if th nommments 
THREE SIDE NI HOUSE st URG EONS 
(General) 
wh n hex ‘a met at th 
spital on March 1. 195 uJ will be for a period 

f six months I hese “HIS af ved as pr 

st sts Tt ms ns 

t ac tt gulations 

t Minist H ] \ rms ma 

ta if th n ) the 

t d be returned not late han Thursda Decem 
t ? se Garnet Chaplin Secretary t& th 
Committ (Pr. 


SOU THPORT GENERAL INFIRMARY 


(Recognized for F.R.C.S. 


HOUSE SURGEON 
General Surgery and Gynaecology 
Post vacant January 2 19* Apply. with 


py testimomals to Group Secretary Southp 


and) District H M¢ Promenade Hospital, 


SOUL THPORT GENERAL INFIRMARY 
(Recognized for 


HOUSE SURGEON 
General Surgery and Ophthalmology 
Post vacant January 12 
mals Gr 


H uc Pr 


testin 
ind District 


and pre-registration) 


F.R.C.S. and pre-registration) 


GENERAL 
Recovery Unit 32 beds 


STAPRFORDSHIRE 
Stafford (175 beds 


HOUSE SURGEON 
Pre-registration st Vacant December 26 
end of term of serv the successful ap 


nt Applications to Group 


13, Fe 


(Pre 


INFIRMARY 


Tegat Street 
ost) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Swindon Hospitals 


Applications invited for post 


RESIDENT re SE St RG FON 


for General Surgica f 80 beds at Victoria 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


App ar nvited 
HOUSE OFFICER (General Surgery) 
mid-January, 1957 enized 


andidates i 


Park Hospita Taunton, Somerset 


Rex 
nd FRCS App 


THE ROYAL HOSPITAL, Wolverhampton 
‘An associated Hospital of the University « 
Birmingham Medical School) 


PRE-REGISTRATION HOUSE OFFICERS 
Vacancies in Surgery occur 
Jan and mid-January App ations 
s of testimonials, to the Secretary Pr ¢ 


TORBAY HOSPITAL, 


= SIDENT HOUSE OFFICER (Surgical) 

tr fema req ed tely 

ist ses. TI a con 

f Resident House Off 

1 sHions tionality, and 

with (quoting I 

to t G Ss T quay D H 
Management C I ay Hose 
S. De n Pre 


Torquay (166 General beds) 


Dic. 8, 1956 
WARNSEFORD GENERAL HOSPITAL 
Leamington Spa (197 beds) 
RESIDENT HOUSE St RG — 
| General Surecry Post vacant y B ) 
| Recor J for P gintration and F.R.C.S K 
x Good a mn 
\ n with tw 
nomals, to H t Secret iP 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Albert Edward Infirmary, Wigan 
THREE HOUSE SURGEONS 
(Pre-reuistration posts) 
Leigh latirmary 
HOUSE SURGEON (Pre-registration post) 
cant carly January Applications, with nan 
rees, to the Seerctary, Koowsicy H 


SURGERY 


METROPOLITAN REGIONAL 
BOARD 


THORACIC 


SOUTH-WEST 
HOSPITAL 


a 


Thoracic Surgical Unit, Southampton Chest Hospits 


(80 surgical beds) 


invited for the 


: post of 
REGISTRAR 


acant immediately Prev s experien 
Thoracic Surgery is not essentia but ar 
General Surgery is necessary This unit 
all branches of Thora Sureer ncludinag 
Sureery Application torms may be Ma 
indersigned. to whom they should be 
} not later than Wednesday, December 19, | 
| frank Jennings, Group Secretary Southanr 
Grou Hos i) Management Committee Bu 
Street, thampton (hie 


UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURG ERY 
First year at the Regional h 
Centre, Pinderficlds General Hospita 
beds), which w under the 
| ants to the Teaching Hospita Second 
|} possible, at the Gene 


mmittes 


December 13, 19%¢ 


BRISTOL AND COSSHAM/FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


TWO SENIOR HOUSE OFFICERS 


required in the Thorac Surgery Department 


| which is the Regiwnal Thoracic Surgery ¢ 
| (120 beds) for the South-West Applications, wit 
i f articulars, should be addressed to the G 
Secretary Frenchay Hospital Brist 
Thoracic.” 


| UROLOGY 
| 


| ST. PETER’S, ST. PAUL'S AND ST. PHILIP'S 
HOSPITALS 
RESIDENT SURGICAL OFFICER 
(Registrar Grade) 
Required for St. Philip's Hospital on Fet 


1, 1987 Appointment for six months, with 
tunity for extension Work in 
gy an pportunity for rescarch A 
writing (12 copies), and names of two reter 
the House Governor. St. Peter's Hospital, H 
Street, W.C 2 Closing date December 31 


IMPORTANT: All intending applicant- 
should read the revised NOTICE at the 
top of page 238 


PUBLIC HEALTH 


CITY OF BIRMINGHAM EDUCATION 
COMMITTEE 


SCHOOL MEDIC al OFFIC 
Applications ar Avited m gister 
s (men or women 
Sch Medical Officer in the § H 
Th ssession of a DPH DCH 
| ¢ an advantage Sala 
th t at ann n Act 
assing a medica xamination 
n t inable from the undersign 
must be returned not later than De 
Canvassing disqualifies I l Rus 
Education Officer, School Health Serv v 
( ge Chambers 38a. Paradise St t t 


| Wiva Pr 6414 
| | Applications 
tw 
nan 
uthport 
H ta South 
p (Pr.6419 
| appointments held (showing dates), with the names 3 
| and addresses thr referees, the Sccretary 
At | Joint Registrars Comm, Park Parad Harr 
Staflord 
| 
| 
| Hospita i FRCS d training 
under Pre-rexistratiion internship regulations an 
vacant January | 1957 Married accommodator 
« availab Full details with names f thre 
« — — referees, to Secretary. 7, Okus Road, Swindon 
SC“ immediately (Pr 6344) 
| 
(624 
| 
P 
| 
vat ms statina ns 
| together with the tw s should 
| he forwarded to the Group Secretary, Musgrove 
55) 
| 
4 | 


Public Health-—contd. 


OF 
Public Health 


Depariment 


ASSISTANT MEDICAL OFFICER 


\ 
Ass M ott 
P H 
’ k 
In | 
\ Cli ses 
s 
DPH sc t u I 
d Ih M iw 
th n t h 
M Healt Ss 
frst rn k \ 
sine th six 
servi iow 
j it iss a x t 
ntiribu the superan n shed 
j the iG roment Acts 
<3 \ tions en 4 tant 
“vl orn must t d d at tt ibli 
} 1 24 East id 
t late than 10 am Mond Jan 
Canvassing in ny forn ’ jirectly 
ndirectis wi t ificat 
Davies, Medical Officer tu th (6362) 


COUNTY BOROUGH OF 
Education Committee 


DERBY 


SCHOOL MEDICAL OFFICER and 
ASSISTANT MEDICAL OFFICER OF HEALTH 
a invited for the post of School 
an Assistant Medical Officer f 


Public Health 


Department and 


Servic Salar £1,050 to £1,475 
Car allowances Applicants must t duly registered 
medical practitioners and th Possession f the 
DP.H. or DC.H. is desirable, though not essen- 
t Duties will include work im connection with 
Scho« Health and Child Welfare Services, and 
such ther dutics as may be req it th 
( nei The officer appointed will be required 
devote his her whole time to the duties of th 
roost to act und the inst hors 
Medical Officer Healtt Th iS Super 
innuable. and the ted re 
a d to pass a medical n The ap 
vment will be held d asul f the 


returned, together 
testim 


COUNTY COUNCIL OF THE WEST RIDING 
OF YORKSHIRE 


APPOINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER and 


SCHOOL MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners men ’Y women for the post 
Assistant County Medical Officer and Scho 


Medical Officer in the Settle Division of the County 
omoprising Bowland, Sedbergh, and Settle Rural 


Districts The Assistant will be on the staff of 
the County Medical Officer's Department, but will 
work under the administrative direction of the 
Divisional Medical Officer for the arca The scale 
f salary is £1,050 to £1,47S per annum Re 


designation of the post to that of Semor Assistant 
County Medica! Officer and School Medical Officer 
with a sala range of £1,150 to £1,575 per annum 
* at present under consideration, and applicants 
must be in possession of the D.P.H.. or be nearing 
the ¢omplction of training for the Travel 


ing and subsistence allowances according to the 
County Council's scale are payable in addition & 
salary The post ts superannuable and the success 
ful applicant will be required to pass a medical 


cxamination as to physical fitness Forms « 


cation an be obtained from the undersigned 
whom they should be returned not late 
December 22, 1956-—J. Wood-Wilson 
Medical Officer, County Hall, Wakeheld 


DURHAM COUNTY COUNCIL 


Applications invited from reeistered medical 
practitioners (men and women) for appointment as 
SCHOOL MEDICAL OFFICER 
Applicants must have had at least three years 
experience in the practice of their profession 


Salary scale £1,050 bv £50 t £1.200 by #55 ¢ 
£1,475 per annum Further details and form of 
application from undersigned. Completed app 
tions by December 17. 19% G H. Metcalfe 
Director of Education, Shire Hall, Durham. (625!) 


BRITISH MEDICAL JOURNAI 


COUNTY GF NORFOLK 


43 


STAPPORDSHIRE COUNTY COUNCH 


APPOINTMENT OF ASSISTANT COUNTY 
ASSISTANT COUNTY MEDICAL OFFICER and | we OFFICER AND SCHOOL MEDICAT 
DISTRICT MEDICAL OFFICER OF HEALTH OFFICER South Stalls Area 
The Norfolk uy ¢ and ( Application ire «invited from f qualified 
t¢ mils invit tions med practitioners, and thos the D ma 
in t P He sith “ t n I} 
P H t of vidat pointed w nd 
\ ( M ind D Medica | in the Sch Healt Chiid W Serv 
Off H \ mprising Dow | und the director Medical Of 
M { D m Rur Dis- | of Health. and w j ! perforr ’ 
\ ik sith other dutics as frow time 
ite rson app scr d The sa ys ( ur t 
d tor s whs of his tim by t 1,475 s ma 
Ass r Medial Officer and pr similar Th w 
D Medical Officer Hea He | terminable by w months’ n —_ 
Assista Medical Officer n ther side rd t tt 
t the ¢ nty Med of Appr riate Superannuation A ’ 
fas D M ort Hea 1 which mnection the selected 
tor he District sam xamination and 
I 1 red sala sca “ birth rt Forms of apr 
+164 mum 41.91 m fr ( nity Medica 
scs Wi ud d 1 whom t 
1 th rf n ( neil’s scales when completed, not later 
t ms, t r wi ther particulars I H Evans. Clerk it 
imen an tained from t County Buildings, Stafford 6146) 
( Medical Off 19, Thorpe Road, Norwich 
shom mf ted ap cation ftorms should be 2 
turned not later than December 19, 1956. (60S2) | COMMERCIAL APPOINTMENTS 
HALSTEAD URBAN DISTRICE COUNCIL APPLICANTS FOR POST OF MEDIC Al PR AC 
titioner for leading Pharmaccutical Company. Box 
HALSTEAD RURAL DISTRICT COUNCIL 2084, BMJ... October 6 and 13, are herein thanked 


ESSEX COUNTY COUNCIL 


MEDICAL OFFICER OF HEALTH and 
ASSISTANT COUNTY MEDICAL OFFICER OF 

invited for the above-mentioned 
nstitute whole-tyme, 44.5 
duties as Medical Officer 
ct Councils ang 45.5 to 
Applicants must p 


nt ( SSCAS 


the Diploma in Publi Health Remuneration 
(in accordance with appropriate Industrial Court 
Awards) as follows: (a) District Council's salary 
#934 10s. bv £24 9s. 6d. (4) to £1,032 Ns. a vear 

(b> ¢ Counci! salary, £700 by £33 6s. 8d. (3) 
to t36 13s. 4d. (5) to £983 6s. Sd. a year 
Whitley Medical Council conditions apply and als« 


relevant Siandinge Orders of the employing Councils 
Me examination Posts superannuable 
Ap n forms obtainable trom the Clerk of 
th County Council, County Hail. Chelmsford 
returnable by December 27, 1956. Canvassing dis- 


qualifies (6306) 


MANCHESTER CORPORATION HEALTH 
DEPARTMENT 


ASSISTANT MEDICAL OFFICER 
red for duties mainiy concerned with the 
Council's schemes for immunization and 
i n Salary ¢1.050 by £50 to £1,200 by 
to £1,475 Medical Council conditions 
Applicauon forms (returnable by 


for their applications, and advised that the vacan 
has been filled 


ANATOMIST OR ORTHOPAEDIST REQUIRED 


by the British Boot, Shoe and Allied Trades R 

search Association for laboratory and field rescarch 
on the influence of shoe and last design on foot 
health Qualifications Medical degree and an in 


terest in foot function and human locomotion This 
appointment may take the form of a Research 
Fellowship Commencing salary trom £850 per 
annum according to qualifications and expenence 
Further information on request. Write to Director 


of Research, BBS A.TR.A., Satra House, Rock 
ingham Road. Kettering, Northants (6549 
REPUBLIC OF IRELAND 
ROSCOMMON COUNTY COUNCII 
HOUSE SURGEON required at Co. Hospital 
Applications are invited trom registercd medica 
practitioners for appointment of House Surgcon 


County Hospital Remuneration per 
six months, £506 12s. 6d; for 
£559 17s. 6d for third six 


Roscommon 
annum For first 
second six months 


months, £613 2s. 6d for fourth six months 
£666 7s. 6d There will be a deduction at the 
rate of £150 per annum in respect of full emolu 
ments supplied in kind In determining — the 
salary to be paid to the successful applicant credit 
will be allowed for previous service 4 any recor 


Immediate 
undersigned 


nized hospital in Ireland or in Britain 
application should be made to the 


/ . giving particulars as to date and place of birth 
December 14 1956) from the Town Clerk, Town qualifications and experience.—C. O'Connor, County 
Ha Manchester, 2 (6487) Secretary, Courthouse, Roscommon (6384) 

NORTHAMPTONSHIRE LNIVERSITY COLLEGE, CORK 


APPOINTMENT OF DISTRICT MEDICAL 
OFFICER OF HEALTH AND ASSISTANT 
COUNTY MEDICAL OFFICER OF HEALTH 
invited from registered medical 
practitioners holding a D.P.H. tor the appointment 
ff District Medical Officer of Health for the 
Borough of Daventry and the Rural Disiricts of 
Brixworth and Daventry, and Assistant County 
Medical Officer of Health for the same arca The 


Applications are 


Officer will act under the County Medical Officer 
f Health as Assistant County Medical Officer 
The salary scales are (i) for the post of Medical 
Officer of Health for the District Councils: £920 
t 41.030 per annum, and (1) Assistant County 
Medical Officer £656 to £922 per annum A 
travelling allowance will be paid on the scale from 
time to time approved by the County Council 
Office accommodation and clerical assistance will 
be provided The appoimtment is subject to (a) the 
Local Government Act. 1933, and the Sanitary 
Officers (Outside London) Regulations, 1935 and 


1951. (b) the Local Government Superannuation 
Acts and (c) the passing of @ medical examination 
The Officer will be required to devote his whole 
time to the duties of the appointment, to reside 
within the area for which he acts and to discharge 
the obligations imposed on a district medical officer 
f health by the relevant Acts, Orders and Reagu- 
lations As rewards the duties of District Medical 
Officer of Health, the officer will be subject to the 
ntrol and direction of the several Councils. The 
appointment will be determinable upon three 
months notice on cither side Applications 
qualifications, and experience with 
referees, should reach the Clerk 
22, 1956 


stating age 
the names of three 


of the County Council by December 

J Alan Turner, Clerk of the County Council 
County Ha Northampton (6346) 
- 


VACANCY FOR PATHOLOGIST 

Applications are invited for the post of Patholo- 
gist in the College's diagnostic laboratory The 
period of the appointment will be not less than 
one year and may be renewed Remuneration 
will be at the rate of £1,500 per arnum For 
further particulars apply t the undersigned 
James Hurley, Secretary and Bursar (6385) 


OVERSEA (Vacant) 


AUSTRALIA (BRISBANE). OPENING 
able with Pathology /Transfusion practice 
ence not essential £1,500 £2,000 plus 


fees.—-Box 2982, BMJ 
AUSTRALIA (BRISBANE). 
d 


sing to commence private 
Comact Box 2983, B.MJ 


ZEALAND. SUBURBAN MEDICAL 
with four-bedroomed house..-Box 2882, 


AVAIL. 
Expert 
private 


RADIOLOGIST 
practice invited 


NEW 
Practice 
BMJ 


JAMAICA, 
(Health) 
creasing 
increasing 
Agent Premier 
Liverpool! 1 


APPROVED 


cies available 


B.W.1. MEDICAI OFFICERS 
Commencing £1,600 per annum in 
Also Medical Officers, £900 per annum 
pilus allowance Arthur Shaw. Medical 
Buildings, 88. Church Street, 


INTERNSHIPS AND RESIDEN 
beginning July |! 1957 600-bed 
hospital Monthly stipend plus mainten 
ance: Internships, $200.00; Residencies in Medi 
cine, Surgery, General Practice, Pathology and 
Radiwlogy $240.00 first year Apply now t 
Adminstrator, Good Samaritan Hospita 
nati 20, Ohio, U.S.A 


Dre. 8, 1956 
| 
Ae 
3 > 
| 
| 
| 
| 
4 
| 
| 
| 
| 
on cither side Application forms may be obtaincd - a 
from the Director of Education. Education Office 
Becket Street. Derby. to whom they should be | 
with copies of not more than | req my 
| 
a 
_ 
than | 
44>) = 
| 
we 


44 


Oversea (Vacant)—contd. 


CATHOLIC MISSION HOSPITALS. VACAN 
mt and West Africa and India Apply 
uty. Damen ty. 4 Fitzwiham Square 

Dubie (7140) 
CHRISTIAN DOCTOR URGENTLY SEFDED 
By tM n Hospita ne Good expericn 

sure Short tern permanent Box 
2273. BMI 

so AFRICA DOCTOR REQUIRED FOR 
ai mot jess than tw cars t con 
t medical mission s at Tt 

Ane H ta Ss khan S th Af : 

at surgery pr 

but a new ' { doctor w it ’ 

th ways Deta { sala 

J a la M Paterson, M.A 4 ret { 
s un! Offices. 1 George Strect, Edinburgh, 2 


CITY OF SALISBURY. Southern Rhodesia 


VACANCY ASSISTANT MEDICAL OFFICER 
OF HEALTH 
Applications f the following pos 
ac ssed t he Medical Officer 
Box “ Salist vy, South Rhodes 
mot Januar iv As 
to Medical Officer H 
from ¢ Medical Off f Health 
J 14 mus al 
t his fficia juties, for whict n 
‘ ’ ates nt let 
n nt tot will t 
thon ‘ nf if th aft nh 
al tt th Southern 
Auth Pens ’ ind and 
Fund N st ’ 
n of th nts 
ah ! t f tcstim sta 
t t Mality Marita stat qua 
t urn (h4 
HER MAJESTY'S OVERSEA CIVIL SERVICE 
of Nigeria 
ition wited from doctors with medica 
qualifica regist < n lUoted Kinedom for 
sing posts in the Nie an Federal Servs 
ANAESTHETISI 
t administer anacstiictics n Government Hos 
pitals in Ss. mstruct mor medica fficers 
and ¢ n such other duties as may ISsix J 
1 hin Candidates must possess th b ma ’ 
Anaesthetics (if obtained prior to November, 1953 
wshit f the Faculty Anaesthetists. The 
® ted indidat “ t appointed ther Special 
Grade Medical Officer or as a Specialist 
SPECTALIST PSYCHIATRIST 
t indertak investigations nm mental ilincss in 
Nigeria xamin and tres cases advise 
on matters nr ted mtal health with 
ar oreferen and expansion 
tal Health Servic of staff and 
n Candidates must a Diploma 
n Psych gical Medicine t quivalent qualifica 
thons Appointments may be made (a) on thr 
years robation for permancnt ind =opensionat 
employmen Pension in ntribu at at 
i | “00th f fina pensionat cm ments for 
cach mr ted month { eckonable service tb) 
From tt National Health Service, retaining super 
annuation rimhtis up to six vears gratuity (tax- 
at ) it the of salary payabl 
Salary in a inducement addition for officers 
appointed r (a) and (b) ranees from £1. 
£1.95 unnum for Sp al Grade Medica 
Officers Specialist salary is £2,220 per annum 
{ On short-term ntract (tw t 24 
month ation with n fron 
15% £2, 28¢ per Cirade 
Medica Sp alist £2,664 per 
annum mpletion f ratuity 
(taxat at ate h m 
pleted period of thr months uding 
leay on appointed ar 
req it ntribute ¢ Wi phans 
Pension Quarters Fre 
return for r and n pas 
sag for n to th pr 
fed this does nor x adult 
massages ne t hildren’s 
(Separate Don ur for 
each f t tw hildren casing 
fren nm parents n m tax 
ut low ates I and 
gen hom cay tour 
\ snon forms from Di tor of Recruitment 
nia Office London (quoting 
BCD 11 4,025 (6373) 


BRITISH MEDICAL JOURNAI 


HER MAJESTY'S OVERSEA SERVICE 
Kenya 


MEDICAL OFFICERS 


with qualificathon gistrable in United Kingdom 
required for 
Success! be posted to any stauon 
nm Kenya years of service an 
officer wil arry out general medical 
any sure duties ncluding varying amount of 
b health 2d ministration In most stations 
ven if remote from larger towns, it is possible 
t maintain imterest im any part ar ~branch of 
medicim surecry tw which the officer Is 
attracted 
The work { ver media ff r w based na 
hospital which may rv im si ind ta ties from 
ama istrict hospita mecting needs f compara 
tiv nmunity, t and modern 
hospita 
nts in be made on permanent basis 
ns 2On-contributory) n short-term 
ratuit (taxable) pavabic nm satis 


tiring age 


s SS Sala ranees from £1,284 to ¢2.115 a yes 
starting det rmined by exp ence 
extra im ments given to successful candidates pos- 
sessing the FRCS. MRCP. DP.H., or other 
apr ved high qualifications 

Permanent Medical Officers ar ¢ to be con 


ya and ther territories medica 

‘ if they possess higher qualifica 

it xperien nm specialist posts 


rental varying from to a 


MARLBOROUGH HOSPITAL BOARD, 
New Zealand 
RADIOLOGIST 
Applications are invited | position of whole 
tim Rad gist CGlunior Senior Specialist) at 
Wairau Hospital (171 beds) Bienhemm, New Zeca 
ind Salary Junior Specialist. £1.600 
travelling costs refunded Further details avai 
ible from New Zealand House, London (4790) 


MEDICAL BACTERIOLOGIST. ASSISTANT OR 
Associate Professor for the Department of Bacteri- 
f Med Universit Ottawa 
Canad und salary ($5,000 to $7,000) w 
depend upon qualifications and « Add ‘ 
nq to Professor R. J. Gibbons (6458 
MIRIAM HOSPITAL, 164, Summit Avenue, 


Providence 6, Rhode Island, U.S.A. 


INTERNSH 
For July 1. 195 intment 1%0-bed volun 
tary gcncral Department of State's 
Exchange P-1514. One year 
Internship American Medica 
Association jalty residency) 
Internship through supervised secr- 


Dstetrics 


pacdiatrics 


Remuncera 


vices mm mk 


inacsthesia radiology 


tion $200 per m maintenance Tw 

weeks’ paid vacation The education programme 
of this hospital is conducted b Alex. M. Burgess 
MD Sc D F.A.C.P Di tor f Professional 
Education Write air mail to I. Herbert Scheffer 
M.D Executive Director, for application blank 
ind detailed information (6488) 


NEW ROCHELLE HOSPITAL, 
New York, U.S.A. 
(360-bed general community 


New Rochelle, 
hospital) 


Approved by the Joint Commission on Accredita- 


tion of Hospitals Also approved by the American 
Lf exe of Surgeons and An ican Medical Associa- 
tion for Internship and Residency training Only 
graduates of approved university schools accepted 
Internships availab for the ne-vear term com 
mencing july 1, 1957. Stipend is $200.00 per month 
plus complicte maintenance Passag back t 
England paid by hospital after compliction of 12 
month internship (6087) 


PITTSFIELD GENERAL HOSPITAL 
Pittsfield, Mass., U.S.A. 


RESIDENT IN PATHOLOGY 


200-bed hospital with well equipped laboratory 
in beautiful congenial part of New England. Sum- 
mer and winter sports gist. Medica 
sch Appomtment avai $300 monthly 
Passag raid Apply, air mail, Dr. W. Beautyman 
Pathologist (6457) 


PROVINCIAL ADMINISTRATION OF T 
CAPE OF GOOD HOPE 

University of Cape Town: Joint Medical Staff for 

Red Cross War Memorial Children’s Hospital 


Rondebosch 
Vacancy 
Applications are invited from registered medical 
Practitioners (registered spec mts) for appointment 
to the following vacant post at the Red Cross 


Memorial Children’s Hospital, Rondebosch, ¢ 


Department of Diagnostic Radiology 
MEDICAL PRACTITIONER, Grade F 


with salary £1,980 per annum (fixed) In addit 

to the basic salary, a non-pensionable cost-of-liy 
allowance is payable to whole-time officials 
present amounting to £234 for certain marr 
officials and employees and r for a single pers 
The conditions of service are governed by 1 
relevant Ordinances and Regulations as well as 
the agreement centered int between the ¢ 
Provincial Administration and the Universit t 
Cape Town The joint Medical Staff is required 
to serve jointly the Provincial Administration anJ 
the University of Cape Town Candidates must 


have not less than three years’ expericnce af 


eeu alist, and ar required 
furnish regard to the f wine 
(a) nis (dearces and d n 
held and the standard ment n 
fessional examinations and sp 
awards) b) Professional expericnce (not n 


the ind 
taken) 
should 
branch ' 
Box 2 
m 
which 
ser 
m 
H 

mp 

ve Dire 
Cap ! 
reach him not «than December 19%¢ 
Candidates must state the ¢ iest date on which 
th an assume duty (6348) 
REGINA, SASKATCHEWAN, CANADA. 
Vacancy for Clinical Pathologist in active S00)-bod 
General Hospita Starting salary $10,004 
$12.000 a vear, depending on expericnce R 


to Director f Laboratories, Regina General Hos 
pital, Regina, Saskatchewan, Canada (f ; 


RESIDENT STAFF 


Applications f appointments to the Resident 


Staff for the year commencing July 1. 195 i 
now being received The Ottawa General Hosp 
is a 600-bed teaching eencral hospital affiliated with 
the Medical Schoo! of Ottawa Unversity Post 
graduate training in medicine. obstetrics and gyna 
cology, paediatrics, path gy, psychiatry and sur 
gery is ed bv the Royal College of Phy 
sicians 3 geons of Canada towards the ft 
lowship cialty certification and for jun 
rotating internship by the Canadian Medical Ass 
ciation Remuneration from $900 to $1,800 p 
annum Travelling expenses advanced to selected 


candidates from overseas pply to Medical Dir 


tor, Ottawa General Hospital, 43, Bruyere Street 
Ottawa, 2, Ontario, Canada (85 
ROSWELL PARK MEMORIAL INSTITUTE 


Bulialo 3, New York, U.S.A. 


Applications are invited for 
SENIOR HOUSE OFFICERS 
Pathology Medicine, anc 


in Surgery Radiology 


Anaesthesiology, for one year beginning July | 
1987 Salary is $4,100 Modern ¥0-bed research 
hospital with associated basic science laboratories 


Applicants’ letters summarizing education sure i 
experience and investigate accomplishments 
should be sent to Dr. George E. Moore, Director 


Three years of general residency training is 4 
minim requirement Acti participation 
cancer research problems is mandatory (6144 
ST. JOHN OPHTHALMIC HOSPITAL 
Applications are invited from suitably qualified 
medical practitioners for the position of 
REGISTRAR 
at the St. John Ophthalmic Hospital, Baragwanath 
Bilingualism will be a recommendation Duties 
to commence carly in 1957 and will include work 
at the hospital and with the Mobile Unit in tl 
ficld Salary according to qualifications and 
experience £732-£894-£936 per annum plus c 
of living allowance The hospital has been recoe 
nized as a teaching hospital equivalent App 


Superintendent. PO 
than December 


(0545 


tions must reach the Medical 
Box 713 Johannesburg, not 
31, 1956 


later 


= Dic. 1956 
| | 
| 
| 
according to size and type, and furnit at rate | 
varving from £18 to £36 a vear Free passages in F 
si both directions for officer and wif and up to cost 
: of ne adult fare for children Taxation at cal 4 
| rates Annua av ermissible and egcncr 
hom granted after tour of from 24 to 
45 months Ed tional facilities available i 
Application forms from Director of Recruitment : 
n Office Great Smith Street, London, SW 
(quoting BCD 117 02) (S217) 
| 
| 
— 


Dec. 8, 1956 


Oversea (Vacant)—contd. 


THE CHILDREN’S HOSPITAL. HALIFAX, N.S., 
uld be pleased to accept applications for the 


wi 
fol 


la 


m 


2. ASSISTANT MEDICAL 


1. MEDICAL RESIDENT. 
ro 


lowing posts for the year 1956 at an carly 


nth plus ful m and board 


per month, plus full room and board 
This hospital is accepted by the Royal College 
Physicians and Surgeons to provide tw cars” pe 


graduate training in the specialty of 


Please direct all enquiries to the Administrator 
I H_ Silversides, BSc PH Administrator, The 
Children’s Hospital, Halifax, NS (627 


Salary $150.00 per 


RESIDENT, $125.00 


Pacdiatrics 


BRITISH MEDICAL JOURNAI 


4§ 


SIR ALFRED FRIPP MEMORIAL FELLOWSHIP 


Applications are invited for the Sir Alfred Fripp Memorial Fellowship in Child 
Psychology tenable at Guy’s Hospital. The Fellowship is open to medically qualified men 
or women under the age of 35, preferably with experience in Paediatrics as well as in 
Psychological Medicine. Stipend £250 per annum, The appointment is for two years and 
may be held concurrently with a part-time appointment at Guy's or elsewhere. Applications 
should be forwarded to the Dean, Guy's Hospital Medical School, S.E.1 (from whom 
copies of the regulations may be obtained), together with the names of three referees, not 


later than 15th December, 1956. 


Candidates should submit with their applications 


particulars of their previous career and a definite scheme of advanced study or research to 
be carried out during the tenure of the Fellowship, 


UNIVERSITY COLLEGE 


April, 1957, at the above-named tcaching hoxpita 
which ts in special relationship with the University 
of London. Preference will be given to candidates 
holding a diploma in diagnostic radi ay The 
appointment will be for ome vear in the first 
nstanc subject to renewal Salary w be in the 
scale £900 by £100 t 1.100 and ¢1.200 loo 
£1,500 per annum, depending on experience and 
qualifications Single accommodation and boaré 
ar provided at a deduction from salary f 14s 
per annum or, if availabic, an unfurnished flat may 
t provided at § of salary Return passages 
sea will be paid for one person only Further 
information may be obtained from the Hospit 
Manager and Secretary, University College H 
pital, Mona Jamaica, 

itions, stating age, nationality 

aus of previous expericn t 

t nt testimonials, or the names 

three referees, including the date 

candidate would be availabie, s 

December 31. 1956 


WEST INDIES 


Applications are invited for the post of 


REGISTRAR 
the Department of Diagnostic Radiology 


HOSPITAL OF THE 


vacant 


OVERSEA (Wanted) 


ENGLISHMAN, 0, 


Colonial Service, Nigeria, requires post as Ci 
pany or Estate Medical Officer in Tropics.—B 
2909, BMJ 


SINGLE, ONE 


TOUR 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, ete. 


MEDICAL ASSISTANT 


Applications are invited from registered 


medica! practitioners fo the position of 
an Assistant to the Medical Adviser of 
Benger Laboratories Limited The doctor 


appointed, who need not necessarily have 


had any experience f the tvpe of work 


involved, will assist in the carrying out of 
all the dutics of the medical department 
These include the initiation and follow-up 


of clinica trials of the Company's pro 
ducts, advising on the medical aspects of 


marketing maintain ng an information 


service, and assisting in the preparation 
of medical films, ct The work is varied 
and interesting, and will involve close 
haiwson with th medical men 
employed by the Company 

The successful applicant will be expected 
to live reasonably near to Holmes Chapel 
It not possible to give the commencing 


salary exactly, as it will vary considerably 
according to the age and experience of the 
applicant, but it will not be less than he 
might expect to work, 
and as a guide the lower limit that has 
been set is £1,000 per annum 

This position which is 


receive im ciimica 


pensionable 


carries execiient prospects and calls for 
imaginative ability as well as a sound 
clinical background Applications should 


be sent to the Sccretary, Benger Labora- 


tories Limited, Holmes Chapel, Cheshire, 
from whom further particulars can be 
obtaine (6550) 


Salary on a scale rising to £2,000 per annum 
according to qualification and experience. Duties 
to commence as soon as possibic The successful 
applicant will be required to w wk in the Depart- 

Manchester Royal 


ment of Neuro-Surgcry in the 
Infirmary, and the 


THE UNIVERSITY OF MANCHESTER 


Applications are invited for the full-time post of 


LECTURER IN NEURO-SURGERY 


Board of Governors of 


United Manchester Hospitals may be pr pared 


n 
pe 


later than December 
the 


lar 


gotiate an honorary contract (ungrad d) with 
rson appointed Applications should be sent 
31. 1956. to the 
University, Manchester, 13, from wh 


s and forms of application may be 


obtained 


the 
the 


Registrar 
m particu- 


(6200) 


THE UNIVERSITY OF SHEFFIELD 


A graduate, with suitable training in physiology 
biochemistry pharmacology or chemistry, is 
required to assist in research in the Department 


f Pharmacology and Therapeutics, on the eficct 
f drugs on gastric function. Salary in the range 
of £550 to £750, depending on qualifications and 
x The appointment will be for one 
renewable for a further two ycars 


with details of age, qualifications and 
experien and the names and addresses of tw 
referees, should be sent to the Registrar by January 
12, 1957 


UNIVERSITY OF ST. ANDREWS 
ween's College, Dundee 
Department of Medicine and Department of 
Public Health and Social Medicine 


MEDICAL RESEARCH ASSISTANT 


required for ne sear for investigation into fr 
employment and other medical and social problems 

f patients after discharge from hospital Posses- 
sion of MRCP r ther postgraduate qualifica 
tion and of previous expericnce ot assessing 
disabilities will be an advantage The investigation 
will be undertaken among paticnts in the medica 


fessor 1. G. W. Hi 
f and al! facilities of the Department 
Public Health and Social Medicine, including 
mechanical punched card equipment, will be avail- 


Assistance by a 


able The appointment will be made under an 
sward from the Nuffield Provincial Hospitals Trust 
n terms approximatcly similar & those of a 


registrar under the National Health Service Fur 
ther details may be obtained from Professor 
Alexander Mair, Queen's College, and al 
cations should reach the Joint Clerk to the Univer 
sity Court, Queen's College, Dundee, by December 
71. 1956 (6416) 


appl 


UNIVERSITY OF ST. ANDREWS 
EASTERN REGIONAL HOSPITAL BOARD 


LECTURESHIP IN MIDWIFERY AND 
GYNAECOLOGY 

The University Court of the University of St 
Andrews and the Eastern Regional Hospital Board 
invite applications for appointment as Lecturer in 
Midwifery and Gynaccology in Queen's Collcre 
Dundee, University of St. Andrews, from a date 
as soon as possible after March 31, 1957 The 
salary attached to this appointment is £1,700, rising 
by annual increments of £100 to £2,200 per annum 


together with F.S.S.1 benefits. and the person 
appointed will receive an honorary appointment 
from the Eastern Regional Hospital Board as 


Assistant Obstetrician and Gynaeccologist in the 
Dundee Teaching Hospitals with the status of Con- 
sultant The University of St. Andrews operates 
a scheme of Family Allowances, and a _ grant 
towards expenses of removal may be made. Further 
particulars of the appointment may be obtained 
from the undersigned. with whom fourteen copics 
of the application, containing the names of three 
should be lodged not later than January 
Joint Clerk to the 


referees 
1S, 1957.—Patrick Cumming 


University Court (6435) 
SCHOLARSHIPS 

APPLICATIONS ARE INVITED FOR’ THE 
Lambrinudi Memorial Scholarship. Candidates 


should have completed their preliminary training 
in Orthopacdic Surgery and have held the post of 
Orthopaedic Registrar in a Teaching Hospital and 
wish to prosecute further the study of Orthopacdic 
Surecr in any of its branches cither by way of 
postgraduate study or travel or by research work 
in orthopaedic surgcry The value of the Scholar 
approximately £100 Applications, with 


ship is 
referees, should be sent to the 


names of three 


Dean. Guy's Hospital Medical School, London 

Bridge, S.E.1, mot later than December 15, 1956 
(6530) 

NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise- 
ments Copics will answer the purpose guite as 
well. and in the event of their being lost of mis- 


laid no inconvenience will ensuc 


ROYAL COLLEGE OF SURGEONS OF 


ENGLAND 
COURT OF EXAMINERS 
Notice is hereby given that the Council n 
February 14, 1957, will ciect two Members of the 
Court of Examiners The Examiners who hay 


Cooke and Professor 
Fellows of 


retired in rotation, Mr. R. V 
€ A. Wells, do not seck re-clection 
the Collce desirous of becoming candidates for 
the Office must make application, in writing, to 
the Secretary on or before January |, 19% In 
addition, a proposal for the clechon of a tempor- 
ary Member of the Court of Examiners will | 
put before the Council on February 14 o* 
Kennedy Cassels, Secretary, Lincoin’s Inn Fields, 
London, W.C.2 (6474) 


EDUCATIONAL AND LECTURES 


coaching 
tutors 


Correspondence 
course recently prepared by experienced 
includes heip with the clinical examination 
Write, J. Arnold, 189, Regent Street, W.1 


M.R.C.P. LONDON, 


BRITISH ASSOCIATION OF PHYSICAL 
MEDICINE 


A week-end course in Physical Medicine wi!) be 
held on January 25, 26 and 27, 1957 Further 
details can be obtained from the Honorary Secre 
tary of the Association, 45, Lincoln's Inn Fields 
London, W.C.2 (6489) 


EXAMINING BOARD IN ENGLAND 
by the 

ROYAL COLLEGE OF PHYSICIANS OF 
LONI“ 


and the 
ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


Notice is hereby given that the following Exam- 
inations will commence on the dates stated below : 
DIPLOMA IN PUBLIC HEALTH 

January 10 
DIPLOMA IN INDUSTRIAL 
January 10 
DIPLOMA IN OPHTHALMOLOGY 
February 6 
PHYSICAL 
February 14 
DIPLOMA IN MEDICAL RADIO-DIAGNOSIS 


HEALTH 


DIPLOMA IN MEDICINE 


Part I, February 14 
DIPLOMA IN TROPICAL MEDICINE AND 
HYGIENE 


February 20 
Applications and fees for either or both Parts of 
an Examination must reach the Secretary, Exam- 
ination Hall, Queen Square, London. WC.1. at 
least 21 days before Part I of the Examination 
begins.—-Francis M. Stent, Secretary 


MEDICAL CORRESPONDENCE COLLEGE, 19, 
Welbeck Strect, London, W.1, provides COACH 
ING for all Medical Examinations. D.A.. F_F.A 
DCH. DM.R.D 
. F.R.CS.. M.D. thesis and all 
qualifying exams by a staff of highly qualificd 
Tutors, Honoursmen, and Gold Medalists. Com 
plete Guide to Medical Examinations sent free on 


application Applicants should state in’ which 
qualification they are interested 

POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1940- 


1958: MRCP Lond., 234; F.R.CS Eng.. Primary, 
18S; F.R.CS Eng, Final, 262; M. and D.Obst 
RC.OG., 312; D.A., 262: D.C.H., 183; Univer- 


sity and Conjoint Finals, 751 Up-to-date courses 
for the M.D. Lond... M R.C.P_Edin., F.R.C.S.Edin 

DP.H F_F.A DPM Assistance with MD 
Thesis Prospectus, list of tutors, efc., on applica- 
tion to G. E. Oates. M_R.C.P (Lond), Univer- 
sity Examination Postal Institution, 17, Red Lion 


Square, London. W.C.1. ‘Phone: HOLborn 6313 
THE HEBERDEN SOCIETY 
On Friday. December 14, 1956, at p.m... Pro- 


fessor R. Tunbridee, OBE MD M Sc 

F.R.C.P., will deliver the Heberden Oration for 
1956 at the Wellcome Building, Euston Road, Lon- 
don. enutied “ The Connective Tissue System.” 
Members of the medical profession are cordially 


invited to attend (6171) 
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Wanted, young, reliable Howcheeper to doctors | NESCELLANEOLS 
Educational and Lectures contd. 
Box BMJ Broare Nameplates, send size and lettering for 
LNIVERSTTY OF LONDON roof hey tsmen Osnat 
Institute of Obstetrics and G cology | AVAIL ABIE t Et Ston 
(Incorporating the teaching facilities of Queen | Experienced Secretary offers Medical Shorthand Bronze Name Plates with cream enamel letter 
Chartotte’s Maternity Hospiial Chelsea Hospital | Box is tt t 
for Women and the Department of Obstetrics and - RM I Gower Stre London. WC 
at Hammersmith Hospital) For Sale. Victor Roentgenoscope, fully service 
Secretary /Receptionist, well qualified, seeks at nai 
ter ¢ tr Miss A t West Ha M \iperton Middlesex I 
Sed i K Lynn, Evenings, Snettis ne PER 
M 4 j Microscopes. Highest prices paid for cood 
Well-educated Nurse (S.R.N.), with typing ex 1 types. Send of ne your cquipment 
k j ’ sech miment as a Doct kK sluation. —Walla Heaton, Ltd, 12 New Bon 
thonist tt ( vdon Sutton area or Sout st Wil 
i I f G jon.-Box 2971, BMJ Nameplates, Bronze, Brass, Plastic. Sketch and 
t nates fre Austin Luc 4 
’ R Harrow, Middlesex HARrow 3839 
‘ M Hi ose 
Applicants requiring testimonials, theses, copied 
tions a Vict 41), who are specialists MEDICAL PRACTICES 
M 
. ' Thoroughly -trained Temporary or Permanent 
attending for temporary or | ADVISORY BUREAL 
for MD and MRCOG. w Brook Street Burcau of Mayfair, Ltd, 59, Brook APPOINTMENTS INFORMATION SERVICE 
Wil MAY Doctors secking information a t penings 
Db t winter ¥ Hon, a mited number Typewriting and Duplicating. First-class work. the various fields of medical practice nt 
ma at f th | tric twpewriters oderat Svbil Rang } trons as | Ms, Assistants 
Heath Street, N.W.3 HAM £329 0S04 }t address nguirics to th Medica Du 
\ G Pra ‘ Medical Practices Advisory Bureau, at 
i from f ary 25 to M t 198 | B.MLA. Howse, Tavistock Square, londen 
another from June 17 to J W.C.1. Telephone sumber: EL Ston 5601/2 
Host mmodation ts availa t CONSULTING ROOMS, ETC. 33. Cross Street, Manchester. Telephone 
‘ t H | and at Hammersmith Hospita number: Deansgate 691. 
from WANTED 7. Drumsheugh Gardens, Edinburgh, 3. Lele 
b. tary. In : poste d Gyna ®) | Wednesday afternoon, Harley Street. Good phone number : Ceniral 7184. 
Cheisea Hospital f Women, Dovehouse Street. | house, usual services. —Box 2970, BMJ | 234, St. Vincent Street, Glasgow, C.2. Lele 
! fon, SW (6544 phone number: Central 5636. 
| | The services of the Medical Practices Advis 
CEPTIONI . SECRETARIES Bureau are free to members of the Association 
RECEPTIONISTS, SE ACCOMMODATION 


TYPISTS, HOUSEKEEPERS, ETC. AGENTS 


VACANT AVAILABLE PERCIVAL TURNER, LTD. 


Dispenser Receptionist required for general 


led at central surgery | TO LET, BRENTWOOD, ESSEX. CLOSE TOWN | MEDICAL AGENCY (Est. 75 years) 
State details of experien et to Dr. Notley, | centre Small house Particulars Guttridgc, | 25, Maiden Lane, Strand, W.C.2. Telephone : 
Dryland Street, Kettering, Northants Auctioneer, Shenfield | TEMple Bar 9011. Night: Walton-on-Thames 178% 


NOW READY 


ANY | REFRESHER 
9|| COURSE FOR 
PRACTITIONERS 


THIRD COLLECTION 


Second Series. @ Third Series—with Cumulative Index 
Price 7s. 6d. each (by post 8s.) 


These pocket-size volumes each contain with classified contents list to volumes 1, 2 and 3 


some 200 questions and expert answers | 548 pages. Pricv 25s. (by post—inland 26s. 6d., overseas 26s.) 
| 


from the Any Questions ?” pages of the 
British Medical Journal. Each answer has This is the third collection of Refresher Course 
been chosen for it tical value to doc articles for General Practitioners. The sixty articles 
cen chosen for its practical value to doctors first appeared in the British Medical Journal. Each 
in their day-to-day work. Many deal with article is written by an authority in his subject and 
subjects not covered in the standard text- has been revised to bring it up to date. Their pur- 
books pose is to remind the practitioner of what is old and 
pores 1 well established and to tell him of new developments. 
The Third volume has a cumulative index The book will also be of service to the specialist who 
to all the answers appearing in the three wishes to keep in touch with other branches of 
book he serie ” medicine, and to students preparing for final 
OOKS in the series, 
examinations. A cumulative classified contents list 
of all three books in the Refresher Course for 
General Practitioners series adds to the usefulness 
Obtainable from booksellers or by post from Publishing of this voiume. 
Manager 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 BRITISH MEDICAL ASSOCIATION 


B.M.A. House, Tavistock Square, London, W.C.1 


From booksellers or by post from Publishing Manager 


Published by the Pr apt etors, the British Medical Association, Tavistock Square, London, W.C.1, and printed by Fisher, Knight & Co. Ltd 
The Gainsborough Press, St. Albans Printed in Great Britain Entered as Second Class at New York, U.S.A., Post Office 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


dvertisement Director, 
Medica! Journal,” 


A. House, Tavistock Square, London, W.C.1. 
Members should include the word ““ MEMBER ™ underneath their signature. 


Every effort will be made to include *‘ 


coming issue p they 
week Srenediog date of issue. 


* Hospital ** and ‘* Small *’ advertisements in the 
reach this office by not later than first post on the FRIDAY of the 


epted if received after 4 p.m. on the Monday prior 


Cancellation of advertisements cannot be 
to date of issue (issues affected 


by public holidays e excepted). 


DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


INTMENTS 
HOSPITALS 
PUBLIC HEALTH Minimum charge £1 16s. for 4 lines (display rules 
Te SERVICES counting as lines). 9s. a line thereafter. 
by re PS AND Box number address forms part of the advertise- 
INDUSTRIAL P ment and counts as 6 words (1 line). An additional 
es $3 AND Is. is charged to cover box fee and addressing and 
SCHOLARSHIPS AND postage of replies. 
STUDENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) J 
PRACTICES 
PARTNERSHIPS MEMBERS—PER INSERTION 
ASSISTANTSHIPS With Box No. With name and address 
LOCUMS 12 words 19s. (minimum charge) 18 words 18s. (minimum charge) 
PRIVATE BARGAINS , Ws. 
r use of members only) ‘ Additional! words: 6s. for each 6, or less 
DISPENSERS 
DIETITIANS NON-MEMBERS—PER INSERTION 
NURSES With Box No. With name and address 
HOUSEKEEPERS 3 words 23s. 6d. (min. charge) 18 words 22s. 64. (min. charge) 
RECEPTIONISTS * 24 Ws. 
SEC.-TYPISTS ,, 47s. 6d. 
MOTOR CARS Additional words: 7s. 6d. for each 6, or less 
MISCELLANEOUS 
PERSONAL 
MEETIN PER 
COM MERCIAL APPTS. ith Box No. With name and address 
HOTE » 12 words (minimum charge) 18 words 
CRUISES AND TOURS is 49s. 
MISCELLANEOUS ‘Additional words: 12s. for each he or less 
(TRADE) J 
ACCOMMODATION 
(Conval Holidays, etc.) PER INSERTION 
Oa cae OOM: With Box No. With name and address 
HOUSES, ETC. , 12 words = pspemared charge) 18 words 27s. (minimum charge) 
NURSING HOMES FOR SALE 
SECRETARIAL AGENCIES 45s. 
TYPING AND Additional words: 9s. for each 6, or less 
DUPLICATING ] 
DISPENSERS PER INSERTION 
NURSES With Box No. With name and address 
HOUSE peta seeking 12 words 13s. (minimum charge) 18 words 12s. (minimum charge) 
Additional words: 4s. for each 6, or less 


MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent by AIR MAIL. 


The minimum cost is 3s. 


per week, which covers up to three separate headings : additional headings 


Is. each. Please state type at vacancy and remit to the Advertisement Director, B.M.J. 


Every effort 1s made to ensure the accuracy of advertisements appearing in the Journal. 


No recomnvendation 


is implied by acceptance, and the British Medical Association reserves the right to refuse or interrupt the insertion 


of any advertisement. 


REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held 


by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. 


Two or 


more replies ca.\ be enclosed in one envelope, addressed to the Advertisement Director. They will be 


fuucead to the advertisers in plain envelopes. 


Advertisement Director, British Medical Journal, B.M.A. House, Lg Sq London, W.C.1. 
Tel Lenden. 


Telephone: Euston 4499, 


elegrams. Br 


HOMES 


THE HERMITAGE, TWYFORD, BERKSHIRE 

A country house Nursing Home for treatment of 
Neurosis and Addiction. Brochure from Resident 
Physician. Tel.: 53. 


WYKE HOUSE, ISLEWORTH, MIDDLESEX 


A private Hospital for individual treatment of 
all forms of Nervous and Mental Iiness including 
Alcoholism. Voluntary and certified patients of 
both sexes are admitted and particular attention 
is given to the needs of the aged. Apply, Resident 
Medical Superintendent. Tel. : EALing 7000 


CHISWICK HOUSE, PINNER, MIDDLESEX 
Telephone: Pinner 234 


Private Nursing Home for Mental and Nervous 
illness All modern forms of treatment. Two 
country houses in adjoining grounds of 5 and 6 
acres respectively. 12 miles from London. Trains 
every 15 minutes from Baker Street to Pinner.— 
Douelas Macaulay, M.D., D.P.M. 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE 


Registered Mental Hospital 
President : 
The Right Hon. The Earl of Derby, M.C. 
Medical Superintendent : 
W. V. Wadsworth, B.Sc., M.B., M.R.C.P., D.P.M. 


This hospital receives all types of patients who 
are suffering from psychological and senile illnesses, — 
ft has recently been extensively redecorated and 
central heating has been instalied throughout, 
making it one of the most luxuriously appointed 
hospitals in the country. Private rooms, with 
special nurses, can be provided. 


All patients receive very careful and thorough 
clinical and pathological investigation, the most 
modern psychiatric treatment is available, including 
deep insulin therapy.  Psychothcrapeutic teatment 
is employed in suitable cases. 


OCCUPATIONAL THERAPY is a. special 
feature of the hospital afd there are excellent 
facilities for indoor and outdoor recreation—tennis, 
cricket. croguet, badminton, billiards, cinema, 
television, etc. 

GERIATRIC UNITS for miid cases of senility 
are provided where patients can pursue as normal 
a life as possible. 

The hospital is situated in 300 acres of picasant 
Cheshire parkland, and yet is only 9 miles from 
Manchester. 


GLAN-Y-DON is the hospital's convalescent 
home overlooking the sea at Colwyn Bay. It is 
extremely comfortable and well appointed and has 
it own farm and market garden. 

For terms and further particulars, apply to 
Superintendent. Telephone : GATLEY 
231. 


ST. ANDREW’S HOSPITAL, NORTHAMPTON 
for Nervous and Mental Disorders 


President: The Earl Spencer. Medical Supt., 
Thomas Tennent, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of 
park and pleasure grounds. Voluntary patients who 
are suffering from incipient mental disorders or who 
wish to prevent recurrent attacks of mental trouble, 
temporary patients and certified patients of both 
sexes are received for treatment. Careful clinical, 
biochemical, bacteriological and pathological cxam- 
inations. Private rooms with special nurses, male 
or femaic, in Hospital or in one of the numerous 
villas in grounds of the various branches can be 
provided. 

MOULTON PARK.--Two miles from the main 
Hospital there are several branch establishments 
and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit and vegetables are supplied to the 
Hospital from the farm, gardens, and orchards of 
Moulton Park, Occupational therapy is a feature 
of this branch and patients are given every facility 
for occupying themselves in farming, gardening and 
fruit-growing. 


WANTAGE HOUSE.—This is a Reception Hospital 
in detached grounds with a separate entrance to 
which patients can be ad d. It is ped with 
all the apparatus for the complete investigation and 
treatment of Mental and Nervous Disorders by the 
most modern methods: insulin treatment is avail- 
able for suitable cases. It contains special depart- 
ments for hydrotherapy by various methods, includ- 
ing Turkish and Russian baths, the prolonged 
bath. Plombiére’s treatment, etc. There 
is an Operating Theatre, a Dental Surgery, an X- 
ray Room, an Ultra-Violet Apparatus, and a de- 
partment for Diathermy and High-frequency treat- 
ment. It also contains Laboratories for biochemical, 
bacteriological and pathological research. Psycho- 
therapeutic treatment is employed when indicated. 


BRYN-Y-NEUADD HALL.—The scaside house of 
St. Andrew's Hospital is beautifully situated in a 
Park of 330 acres at Lianfairfechan amidst the 
finest scenery in North Wales. On the North-West 
side of the Estate, a mile of sea-coast forms the 
boundary. Patients may. visit this branch for a 
short seaside change or for longer periods. The 
hospital has its own private bathing house on the 
seashore. There is trout-fishing in the park 


At all the branches of the Hospital there are cricket 
grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, 
golf courses and bowling ercens Ladies and 
gentiemen have their own gardens, and facilities 
are provided for handicrafts such as carpentry, etc. 


For terms and further particulars apply to the 
Medical Superintendent (Telephone North 
ampton 4354 (3 lines) ), who can be scen in London 
by appoin*ment 


SPRINGFIELD HOUSE, near BEDFORD 
"Phone : Bedford 3417 
For Mental Cases (including the aged). Fees 
from nine guineas per week. For forms of admis- 
sion, etc., apply to the Resident Physician, Cedric 
w. interviews in London by appointment. 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home, 235-7, Batiards Lane, 
N.3. Tel. FiNchley 5283. Resident Med. Director, 
R. M. Riggall, Mem. Brit. Psycho-Anatytical Society. 
Deep insulin coma unit, psychotherapy, ctc. Fees 
from 12 gns. 
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Educational and Lectures—contd. 


LNIVERSTTY OF LONDON 
Institute of Obstetrics and nae colors 
Incorporating the teaching facilities of Queen 


Experienced 
Chartottce’s Maternity Hospital, Chelsea Hospital 


Al !OURNAT 


Wanted, reliable Houvckeeper toe doctors 


AVAILABLE 


Secretary offers Medical Shorthand 
I i 


VESCELLANEOLS 


iroare Nameptates, send size and lettering to 
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Rroave Name Plates with cream enamel letter 


for Women aad the Department of Obstetrics and ( r W 
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Iypewriting and Duplicating First-class work sf Is 
Heath § NW.3. HAM $329 0S04 t address t Medica 
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M B.VMLA. House, Tavistock Square, Londen 
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H 0 CONSULTING ROOMS, ETC. 33. Cross Street, Manchester Telephon: 
H t | number: Deansgate 3691. 
WANTED 7. Drumheugh Gardens, Fadinburgh. 3 let 
nd Wednesday afternoon, Hariey Street. Good phone number; Ceniral 7184, 
H f Women, D se Strect sunt Box 2970. BMJ St. Vincent Street, Glasgow, Lete 
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The services of the Medical Practices Ad 
N I S | Burcau are tree t members of the Associat 
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Dispenser Receptionist required for general 
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ANY 
QUESTIO 


Second Series. 


Price 7s. 6d. each (by post 8s.) 


These pocket-size volumes each contain 
some 200 questions and expert answers 
from the “* Any Questions ?” pages of the 
British Medical Journal. Each answer has 
been chosen for its practical value to doctors 
in their day-to-day work. Many deal with 
— not covered in the standard text- 
WOKS 


Che Third volume has a cumulative index 
to all the answers appearing in the three 
books in the series. 


\fanager 


BRITISH MEDICAL 


B.M.A. House, Tavistock Square, London, W.C.1 


@ Third Series—with Cumulative Index 


ASSOCIATION 


REFRESHER 
9 || COURSE FOR 
GENERAL 
PRACTITIONERS 


THIRD COLLECTION 


with classified contents list to volumes 1, 2 and 3 


548 pages. Price 25s. (by post—inland 26s. 6d., overseas 268.) 


This is the third collection of Refresher Course 
articles for General Practitioners. The sixty articles 
first appeared in the British Medical Journal. Each 
article is written by an authority in his subject and 
has been revised to bring it up to date. Their pur- 
pose is to remind the practitioner of what is old and 
well established and to tell him of new developments. 
The book will also be of service to the specialist who 
wishes to keep in touch with other branches of 
medicine, and to students preparing for final 
examinations. A cumulative classified contents list 
of all three books in the Refresher Course for 


P 7 | General Practitioners series adds to the usefulness | 
Obtainable from booksellers or by post from Publishing of this voiume. | 


From booksellers or by post from Publishing 


BRITISH MEDICAL ASSOCIATION 


B.M.A. House, Tavistock Square, London, W.C.1 | 
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of any advertisement. bacteriological and pathological research. Psycho- 

therapeutic treatment is employed when indicated. 


BRYN-Y-NEUADD HALL.—The seaside house of 
REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held | St. Andrew's Hospital is beautifully situated in a 
by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. bi or Park of 330 acres at Lianfairfechan amidst the 


more replies can be enclosed in one envelope, addressed to the Advertisement Director. They will be finest scenery in North Wales. On the North-West 
side of the Estate, a mile of sea-coast forms the 


forwarded to the advertisers in plain envelopes. : 

boundary Patients may. visit this branch for a 

short seaside change or for longer periods. The 

Advertisement Director, British Medical Journal, B.M.A. House, Tavistock Square, London, W.C.1. hospital has its own private bathing house on the 
Telephone: Euston 4499. Telegrams: Britmedads, Westcent, London. seashore. There is trout-fishing in the park 


At all the branches of the Hospital there are cricket 
grounds, football and hockey grounds, lawn tennis 


HOMES CHISWICK HOUSE, PINNER, MIDDLESEX courts (grass and hard courts), croquct grounds, 

Telephone: Pinner 234 golf courses and bowling greens Ladies and 

gentiemen have their own gardens, and facilities 

THE HERMITAGE, TWYFORD, BERKSHIRE Private Nursing Home for Mental and Nervous | are provided for handicrafts such as carpentry, etc. 


illness All modern forms of treatment. Two ; 
Neurosis, and Addi Nursing Home for | coumry houses in adjoining grounds of 5 and 6 
Paveician. acres respectively. 12 miles from London. Trains edica periotendent (Telephone No.: North 
hysician. Tel.: 53. every 1S minutes from Baker Street to Pinner.— | 4™pton 4354 (3 lines) ), who can be seen in London 
Doulas Macaulay, M.D., D.P. by appoin*ment 


WYKE HOUSE, ISLEWORTH, MIDDLESEX 
SPRINGFIELD HOUSE, scar BEDFORD NORTHUMBERLAND HOUSE 


i i indivi mt of 
Phone : Bedford 3417 Psychiatric Nursing Home, 235-7, Ballards Lane, 
Alcoholism. Voluntary and certified patients of For Mental Cases (including the aged). Fees | N.3. Tel. FiNchley 5283. Resident Med. Director, 
both sexes are admitted and particular attention from nine guineas per week. For forms of admis- R. M. Riggail, Mem. Brit. Psycho-Analytical Society. 

pply to the Resident Physician, Cedric Deep insulin coma unit, psychotherapy, etc. Fees 


i to the necds of the aged. Apply, Resident | sion, etc., a ‘ 
Medical Supertnsondent. Tel. : EALing 7000. W. Bower. Interviews in London by appointment. from 12 gens. 
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Serpasil 


(the alkaloid reserpine from Rauwolfia) 
ANTIHYPERTENSIVE 


GRADUAL AND SUSTAINED REDUCTION OF BLOOD PRESSURE 


SYNERGISTIC EFFECT WITH OTHER ANTIHYPERTENSIVES 


MODERATE SLOWING OF HEART-RATE CALMING EFFECT 


Tablets of 0.1 mg. and 0.25 mg. in bottles of 25, 100 and 500. Elixir containing 0.25 mg./§ ¢.cm. 
in bottles of 100¢.cm. 1 m.g. and 4mg. tablets, 1 mg. and 2.5 mg. ampoules also available. 


C. A 


*Serpasil” is a registered trade mark. Reg. user 


Telephone: Horsham 4921 CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX Telegrams: Cibalabs, Horsham 
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MARMITE 
= 
yeast extract 
Riboflavin ( ns xy 5 per oz. 
crowning Niecin ecid} mg. par on. 
Domecq Sherry. achievement... 
in Restricted Diets 
4 Z 


In the dietary control of obesity, diabetes 
or other conditions a reduced intake of 
vitamins may lead to complications. Addi- 
tion of Marmite to these restricted diets 
supplements their content of B vitamins 
and adds flavour to meals which are apt to 
be dull and uninteresting. 


DOUBLE 
CENTURY 


“Double Century” is the 


in Preventive Medicine 


specially to celebrate the of The prominent part played by diet in ; 
: iis bel preventive medicine is now fully recog- 
2 : house of Pedro Domecq. V nised. A well-balanced diet can contribute 
) Try « bottle or a glass today Lt Shar’ markedly to general good health and, 


¥ and seo if you ever tasted conversely, a faulty diet can precipitate 
“3 such a lovely wine. illness and hinder recovery. Marmite is 
The finest of Sherries obtainable through your usual channels of supply. a useful protective food providing the 
Imperters (Wholesale only) Luie Gordon & Sone Ld..48 Mark Lane, Landen, B.C3 important B vitamins in a convenient and 
Remembering the delicious CELEBRATION CREAM’ 
Kea the exquisite dry ‘FINO LA INA’ 


MARMITE LIMITED, 35, SEETHING LANE, LONDON, £E.c.3 
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DOUB 
SENTURE i 

sherry of all sherries. Some 

Double Century” is sherry — 


